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1.  INTRODUCTION 

The  mental  health  issues  facing  our  military  community  are  severely  straining  the 
existing  behavioral  health  system  creating  unique  challenges  for  providers.  The  literature  on 
secondary  trauma  and  burnout  in  military  behavioral  health  providers  (e.g.,  Bride  &  Figley, 
2009;  Tyson  2007)  is  limited  in  two  substantive  ways.  First,  empirical  evidence  has  not 
utilized  a  theoretically  based  approach  to  understand  the  adaptive  processes  involved  in 
managing  the  extensive  psychological  challenges  of  treating  combat  exposed  soldiers  with 
multiple  psychological  and  physical  disorders.  Second,  the  literature  on  empirically 
evaluated  prevention  programs  for  secondary  trauma  and  burnout  is  virtually  non-existent. 
Negative  outcomes  such  as  secondary  trauma  and  burnout  in  mental  health  professionals 
working  with  highly  traumatized  populations  has  significant  implications  not  only  for  the 
providers,  but  also  their  clients,  and  the  system  in  which  they  work  (Baird  &  Kracen,  2006; 
Sabin-Farrell  &  Turpin,  2002;  Sexton,  1999).  The  SupportNet  project  was  the  first  effort  of 
which  we  are  aware  that  approached  these  issues  from  a  scientific  and  theoretically  based 
manner.  Results  from  this  project  provide  critical  prevalence  information,  theoretical 
development,  and  crucial  support  intervention  data. 

2.  KEYWORDS 

Secondary  traumatic  stress,  compassion  fatigue,  job  stress,  burnout,  behavioral  health 
providers,  combat  trauma. 

3.  ACCOMPLISHMENTS 


Major  Goals  of  the  Project: 

The  primary  goals  for  this  project  were: 

Goal  I:  We  conducted  an  initial  needs  assessment  to  determine  the  level  of 
secondary  trauma  and  burnout  in  military  mental  health  providers.  We  accomplished  this 
by  utilizing  the  most  reliable  and  valid  measures  available  in  the  literature  to  measure 
negative  and  positive  emotional  states  in  this  population.  Military  mental  health 
providers  from  different  U.S.  military  installations  and  the  community  completed  an 
online  assessment  including  secondary  traumatic  stress,  burnout,  compassion  satisfaction, 
coping  self-efficacy,  supervisor  support,  general  social  support,  indirect  trauma  exposure, 
personal  trauma  exposure,  number  of  cases,  percent  of  PTSD  and  TBI  cases,  case  graphic 
detail,  quantitative  job  demands,  number  of  years  seeing  trauma  clients,  and  basic 
demographics. 

Goal  2:  We  evaluated  the  utility  of  social  cognitive  theory  as  a  framework  for 
understanding  the  bumout/secondary  traumatic  stress  process  for  military  mental  health 
providers.  Specifically,  we  tested  the  longitudinal  predictive  power  of  coping  self- 
efficacy,  a  key  social  cognitive  theory  variable,  in  explaining  individual  variation  in 
negative  and  positive  emotional  states  (e.g.,  burnout,  STS,  and  compassion  satisfaction). 
By  sampling  providers  at  two  time  points  (6  months  apart)  we  were  able  to  determine 
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predictive  capacity  of  multiple  predictors.  We  completed  a  set  of  moderated  mediation 
analyses  to  evaluate  the  utility  of  our  theoretical  model  that  includes  key  personal  (e.g., 
coping  self-efficacy)  and  social  resources  as  mediating  mechanism  between  critical  job 
demands  and  subsequent  psychological  outcomes. 

Goal  3:  We  developed  and  evaluated  a  theoretically  based  support  system  called 
SupportNet  to  empower  behavioral  health  providers  in  developing  critical  self- 
assessment  skills,  self-regulatory  abilities,  and  support  seeking  capacities.  A 
multifaceted  system  based  on  social  cognitive  theory  was  developed  to  provide 
comprehensive  support  and  skill  enhancement  to  reduce  negative  emotional  states  and 
promote  positive  coping  outcomes.  The  program  combined  individualized  clinical 
support  via  coaching  with  an  anonymous  website  that  utilized  a  social  media  platform  to 
promote  self-empowerment  through  self-care  goal  setting,  social  support  enhancement, 
professional  practice  resources,  and  self-care  exercises. 


Accomplishments  for  Objective  1 

1.  We  reviewed  the  literature  on  secondary  traumatic  stress  and  job  burnout  and 
their  predictors.  The  theoretical  framework  for  the  SupportNet  study  is  rooted 
within  the  Job  Demands-Resources  model  (Bakker  &  Demerouti,  2007).  This 
model  explains  how  job  demands  and  resources  independently  and  in  the 
interaction  with  each  other  may  predict  negative  and  positive  work-related  well¬ 
being  outcomes,  such  as  job  burnout  and  work  engagement.  We  applied  this 
model  to  the  population  of  behavioral  health  providers  working  with  the  military 
trauma.  One  of  the  many  advantages  of  the  JD-R  model  refers  to  the  fact  that  all 
key  components  of  this  model  (job  demands,  resources,  and  health/welTbeing) 
should  be  adjusted  to  the  specificity  of  work  tasks,  work  environment,  and  the  type 
of  investigated  group  of  workers.  Following  these  requirements  we  identified 
work  stressors  and  indirect  exposure  to  trauma  as  the  key  components  of  mental 
health  providers  ’job  demands.  Social  support  and  self-efficacy  were  indicated  as 
the  psychosocial  resources,  with  self-efficacy  acting  as  a  mediating  factor.  Those 
demands  and  resources  are  considered  as  critical  predictors  of  the  following 
outcomes:  job  burnout,  work  engagement,  secondary  traumatic  stress,  and 
secondary  posttraumatic  growth.  The  theoretical  model  is  presented  in  Appendix 
1. 


2.  We  mobilized  researchers  across  the  world  to  publish  their  results  in  a  special 
issue  of  the  APA  journal,  “Psychological  Services  ".  Dr.  Lisa  Kearney,  Associate 
Editor  of  the  APA  journal  “Psychological  Services  ”  together  with  Drs.  Bret 
Moore,  Jeffrey  Burk,  and  two  Support  Net  Project  leaders  Charles  Benight  and 
Roman  Cieslak  initiated  a  special  section  on  secondary  trauma  and  job  burnout. 
The  call  for  manuscripts  is  presented  in  Appendix  2. 
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3.  We  reviewed  the  literature  regarding  available  military  programs  for  compassion 
fatigue  and  resiliency,  non-military  web-based  interventions,  and  evaluation 
models  for  web-based  intervention  designs.  (Appendix  3) 

4.  Our  external  program  evaluator  reviewed  the  literature  on  evaluation  models 
pertinent  to  interventions  for  mental  health  caregivers  in  both  the  process  and 
outcome  domains  in  general  and  with  military  populations  in  specific  (Appendix 

4). 

5.  Time  1  and  Time  2  surveys  were  developed  (completed  via  the  internet  versions) 
to  longitudinally  assess  secondary  traumatic  stress  and  job  burnout  in  military 
behavioral  health  providers.  With  a  multidisciplinary  team  that  included  an 
external  evaluator  (Dr.  Robert  Durham),  and  an  extended  research  team  (Drs. 
Alan  Peterson  and  Bret  Moore),  the  following  list  of  measures  were  used  for  Time 
1  and  Time  2  surveys  (see  Appendices  5  and  6,  respectively,  for  these  surveys): 

•  ICAWS,  Interpersonal  Conflict  at  Work  Scale  (Spector  &  Jex,  1998),  4 
original  items,  plus  1  new  item; 

•  OCS,  Organizational  Constraints  Scale,  (Spector  &  Jex,  1998),  11  items, 
plus  1  new  item; 

•  QWI,  Quantitative  Workload  Inventory  (Spector  &  Jex,  1998),  5  original 
items; 

•  STBS,  Secondary  Trauma  Exposure  Scale,  10  items  plus  5,  (Benight  & 
Cieslak,  unpublished); 

•  RCS,  Regressive  Coping  Scale,  developed  by  C.  Benight  to  measure 
behavioral  component  of  coping  with  stress,  25  items; 

•  MSPSS,  Multidimensional  Scale  of  Perceived  Social  Support  (Zimet, 
Dehlem,  Zimet,  &  Farley,  1988),  12  items; 

•  QPSNordic  -  two  subscales  to  measure  support  from  supervisors  and 
coworkers  (Wannstrdm,  Peterson,  Asberg,  Nygren,  &  Gustavsson,  2009), 

5  items; 

•  WSBMSES,  Work  Stress  and  Burnout  Management  Self-Efficacy  Scale 
(Eua,  Cieslak,  &  Benight,  unpublished),  28  items; 

•  STSES,  Secondary  Trauma  Self-Efficacy  Scale  (Cieslak  &  Benight, 
unpublished),  9  items; 

•  STSS,  Secondary  Traumatic  Stress  Scale  (Bride,  Robinson,  Yegidis,  & 
Figley,  2004),  17  items  (intrusion,  avoidance,  and  arousal  symptoms 
associated  with  indirect  exposure); 

•  OEBI,  Oldenburg  Burnout  Inventory,  (Halbesleben  &  Demerouti,  2005), 
16  items  (exhaustion  and  disengagement); 

•  PTCI,  Post-traumatic  Cognitions  Inventory  (Foa,  Ehlers,  Clark,  Tolin,  & 
Orsill,  1999),  14  selected  items; 

•  PTGTSF,  Posttraumatic  Growth  Inventory  -  Short  Form  (Cann,  Calhoun, 
Tedeschi,  Taku,  Vishnievsky,  Triplett,  &  Danhauer  ,  2010),  10  items; 
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•  UWES,  Utrecht  Work  Engagement  Scale  (Schaufeli,  Bakker,  &  Salanova, 
2006),  9  items. 


6.  Processes  for  participants  were  developed  to  reach  a  wide  community  of 
military  behavioral  health  providers.  Data  were  collected  by  means  of  the 
online  survey.  An  e-mail  with  information  about  the  SupportNet  study  and  a 
link  to  the  survey  was  sent  to  on-post  and  off-post  behavioral  health  providers 
working  with  military  patients.  The  off-post  providers  (i.e.,  located  in  the 
civilian  community)  received  an  invitation  to  the  study  through  an  online 
newsletter  sent  by  TriWest  Healthcare  Alliance,  an  organization  that  manages 
health  benefits  for  military  patients  and  their  families.  The  on-post  providers 
(i.e.,  working  within  military  installations)  were  contacted  by  e-mail  sent  by 
the  director  of  the  Department  of  Behavioral  Health  at  Evans  Army 
Community  Hospital  at  Fort  Carson,  CO  and  by  the  Psychology  Consultant  to 
the  U.S.  Army  Surgeon  General. 

Of 339  participants  who  initially  consented  to  the  study,  224  (66%)  met  the 
inclusion  criteria  (i.e.,  working  at  least  one  year  as  a  clinical  psychologist, 
counselor,  or  social  worker;  providing  services  for  a  military  population; 
being  indirectly  exposed  to  trauma  through  work  with  patients)  and  completed 
the  survey.  The  average  age  was  48.92  (SD  =  13.04)  years  and  the  average 
length  of  work  experience  was  16.40  (SD  =  10.42)  years.  The  participants 
were  predominantly  women  (67%),  with  doctorate  (54%))  or  master’s  degrees 
(46%),  working  full-time  (78%)  or  part-time  (22%)  as  clinical  psychologists 
(45%),  counselors  (31%)  or  social  workers  (23%).  Slightly  more  than  a  half 
of  the  sample  was  serving  as  on-post  (57%)  and  the  rest  as  off-post  (43%) 
behavioral  health  providers.  The  sample  was  almost  equally  split  between 
those  who  did  and  did  not  have  any  military  experience  (44%  and  56%, 
respectively).  One  fifth  of  the  sample  (19%)  had  deployed  to  a  combat  zone  at 
least  once.  They  reported  utilizing  combinations  of  various  therapeutic 
approaches  with  a  majority  reporting  the  use  of  Cognitive  Behavioral 
Therapy  (CBT,  90%),  followed  by  Cognitive  Processing  Therapy  (CPT,  42%), 
Prolonged  Exposure  (PE,  30%),  and  Eye  Movement  Desensitization  and 
Reprocessing  (EMDR,  29%). 


7.  A  book  chapter  on  job  burnout  was  published  in  a  book  dedicated  to  military 
psychologists.  This  chapter  is  included  in  Appendix  7. 

Benight,  C.C  &  Cieslak,  R.  (2013).  Professional  Burnout.  In  B.  A.  Moore  &  J.  E. 
Barnett  (Eds.).  Military  Psychologists  ’  Desk  Reference.  New  York:  Oxford 
University  Press,  http://global.oup.com/academic/product/military-psychologists- 
desk-reference-9780199928262?q=Military  Psychologists'  Desk 
Reference&lang=en&cc= 
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8.  A  meta-analytic  paper  on  the  relationship  between  secondary  traumatic  stress 
and  job  burnout  was  published  in  a  special  section  for  Secondary  Trauma  and 
Burnout  in  Psychological  Services  (Impact  Factor:  1.075)  in  February,  2014.  Our 
systematic  review  of  the  literature  yielded  41  original  studies,  reporting  data  from 
8,256  workers.  The  meta-analysis  indicated  the  association  between  job  burnout 
and  secondary  traumatic  stress  was  strong  (weighted  r  =  .69).  This  paper  is 
presented  in  Appendix  8.  This  paper  was  the  most  read  paper  for  Psychological 
Services  in  2014. 

Cieslak,  R.,  Shoji,  K.,  Douglas,  A.,  Melville,  E.,  Luszczynska,  A.,  &  Benight,  C. 
C.  (2014).  A  meta-analysis  of  the  relationship  between  job  burnout  and  secondary 
traumatic  stress  among  workers  with  indirect  exposure  to  trauma.  Psychological 
Services,  11,  75-86.  doi:10.1037/a0033798 


9.  We  presented  a  paper  on  a  meta-analysis  of  the  relationship  between  secondary 
traumatic  stress  and  job  burnout,  at  the  European  Society  for  Traumatic  Stress 
Studies  in  June,  2013  in  Bologna,  Italy.  This  paper  is  presented  in  Appendix  9. 

Cieslak,  R.,  Shoji,  K.,  Benight,  C.  C.,  &  Luszczynska,  A.  (June,  2013).  The 
relationship  between  secondary  traumatic  stress  and  job  burnout:  A  meta- analysis. 


10.  We  presented  a  paper  at  the  annual  conference  of  the  International  Society  for 
Traumatic  Stress  Studies  in  November  2013  in  Philadelphia,  PA.  This  paper  is 
presented  in  Appendix  10. 

Benight,  C.  C.,  Cieslak,  R.,  Anderson,  V.,  Moore,  B.,  &  Peterson,  A.  (2013, 
November).  Secondary  Traumatic  Stress  among  Army  Mental  Health  Providers: 
Prevalence  and  its  Work-  and  Exposure-  Related  Correlates. 


Accomplishments  for  Objective  2 

1.  We  authored  a  research  paper  on  the  development  of  the  Secondary  Trauma  Self- 
Efficacy  Scale,  which  was  accepted  for  publication  in  Psychological  Assessment 
(Impact  Factor:  2.993 ).  The  paper  presents  a  new  method  that  had  to  be  created 
to  assess  a  key  resilience  component  important  in  coping  with  the  effects  of 
indirect  exposure  to  trauma.  This  paper  is  presented  in  Appendix  II. 

Cieslak,  R.,  Shoji,  K.,  Luszczynska,  A.,  Taylor,  S.,  Rogala,  A.,  &  Benight,  C.  C. 
(2013,  May  6).  Secondary  Trauma  Self-Efficacy:  Concept  and  Its  Measurement. 
Psychological  Assessment.  Advance  online  publication,  doi:  10.1037/a0032687 
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2.  We  published  a  paper  on  the  prevalence  of  secondary  trauma  among  behavioral 
health  providers  working  with  military  personnel  in  November,  2013  in  the 
Journal  of  Nervous  and  Mental  Disease  (Impact  Factor:  1.842).  The  prevalence 
of  secondary  traumatic  stress  among  224  behavioral  health  practitioners  working 
with  the  military -related  trauma  was  19.2%.  Personal  history  of  trauma, 
complaints  about  having  too  many  patients,  and  more  negative  appraisals  of  the 
impact  caused  by  an  indirect  exposure  to  trauma  were  associated  with  higher 
frequency  of  secondary  traumatic  stress  symptoms.  A  meta-analysis  of  existing 
studies  showed  the  severity  of  intrusion,  avoidance,  and  arousal  symptoms  of 
secondary  traumatic  stress  was  similar  across  various  groups  of  professionals 
indirectly  exposed  to  trauma  (e.g.,  mental  health  providers,  rescue  workers, 
social  workers).  This  paper  is  presented  in  Appendix  12. 

Cieslak,  R.,  Anderson,  V.,  Bock,  J.,  Moore,  B.  A.,  Peterson,  A.  L.  &  Benight,  C. 
C.  (2013).  Secondary  traumatic  stress  among  mental  health  providers  working 
with  the  military:  Prevalence  and  its  work-  and  exposure-related  correlates. 
Journal  of  Nervous  and  Mental  Disease,  201,  917-925.  doi:  10.1097/NMD. 
0000000000000034 


3.  We  authored  a  paper  on  the  mediating  role  of  social  support  and  secondary 

traumatic  self-efficacy  in  the  relationship  between  secondary  traumatic  stress  and 
secondary  traumatic  growth,  which  was  published  online  in  Journal  of  Clinical 
Psychology  (Impact  Factor  =  2.12)  in  January,  2014.  This  study  tested  two 
alternative  hypotheses  involving  social  support  and  self-efficacy  as  mediators  in  a 
longitudinal  design.  This  paper  consisted  of  2  studies  involving  115  military 
behavioral  healthcare  providers  in  the  U.S.  and  189  workers  exposed  to 
secondary  trauma  who  completed  both  Time  1  and  Time  2  online  surveys.  In  both 
studies,  results  supported  a  cultivation  hypothesis,  which  posits  that  self-efficacy 
enhances  social  support,  which  further  facilitates  secondary  traumatic  growth  in 
the  long  term.  This  paper  is  presented  in  Appendix  13. 

Shoji,  K.  Bock,  J.,  Cieslak,  R.,  Zukowska,  K,  Luszczynska,  A.,  &  Benight,  C.  C. 
(2014).  Cultivating  secondary  traumatic  growth  among  healthcare  workers:  The 
role  of  social  support  and  self-efficacy.  Journal  of  Clinical  Psychology,  70,  831- 
846.  DOI:  10.1002/jclp.22070 


4.  We  presented  a  poster  on  the  development  and  validation  of  a  secondary  trauma 
self-efficacy  scale  at  the  European  Health  Psychology  Society  Annual  Conference 
in  July,  2013  in  Bordeaux,  France.  This  poster  is  presented  in  Appendix  14. 

Rogala,  A.,  Cieslak,  R.,  Shoji,  K.,  Luszczynska,  K.,  Taylor,  S.,  &  Benight,  C.  C. 
(July,  2013).  Secondary  trauma  self-efficacy  scale:  Psychometric  evaluation. 
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5.  We  presented  a  poster  at  the  APA  Annual  Conference  in  August,  2013  describing 
a  study  that  examined  the  effects  of  social  support  and  self-efficacy  on  secondary 
traumatic  stress.  This  poster  is  presented  in  Appendix  15. 

Bock,  J.,  Shoji,  K.,  Cieslak,  R.,  &  Benight,  C.  C.  (August,  2013)  Effects  of  social 
support  and  self-efficacy  on  secondary  traumatic  growth. 


6.  We  presented  a  poster  at  the  APA  Annual  Conference  in  August,  2013  describing 
a  study  that  examined  the  indirect  effects  of  job  burnout  on  job  engagement.  This 
poster  is  presented  in  Appendix  16. 

Shoji,  K.,  Luther,  E.,  Cieslak,  R.,  Smoktunowicz,  E.,  &  Benight,  C.  C.  (August, 
2013)  Indirect  effect  of  job  burnout  on  job  engagement. 

7.  We  presented  a  paper  at  the  Scientific  Conference  of  the  Australian  Society  for 
Behavioural  Health  and  Medicine  Annual  Conference  in  February,  2014  in 
Auckland,  New  Zealand.  This  paper  is  presented  in  Appendix  1 7. 

Cieslak,  R.,  Shoji,  K.,  Rogala,  A.,  Smoktunowitz,  E.,  &  Benight,  C.  C.  (Eebruary, 
A  meta-analysis  of  the  relationship  between  self-efficacy  and  job  burnout. 

8.  A  paper  was  published  in  Anxiety,  Stress,  and  Coping  Journal  (Impact  Factor  = 
1.78)  describing  a  study  aimed  at  systematically  reviewing  and  meta-analyzing 
the  strength  of  associations  between  self-efficacy  and  job  burnout  (the  global 
index  and  its  components).  We  investigated  whether  these  associations  would  be 
moderated  by:  (a)  the  type  of  measurement  of  burnout  and  self-efficacy  (b)  the 
type  of  occupation  (c)  the  number  of  years  of  work  experience  and  age,  and  (d) 
culture.  Significant  self-efficacy— burnout  relationships  were  observed  across 
countries,  although  the  strength  of  associations  varied  across  burnout 
components,  participants  ’profession,  and  their  age.  This  paper  is  presented  in 
Appendix  18. 

Shoji,  K.,  Cieslak,  R.,  Smoktunowicz,  E.,  Rogala,  A.,  Luszczynska,  A.  &  Benight, 
C.  C.  (2015).  Associations  between  job  burnout  and  self-efficacy:  A  meta¬ 
analysis.  Anxiety,  Stress,  and  Coping. 
http://dx.doi.Org/10.1080/10615806.2015.1058369 


Accomplishments  for  Objective  3 

1.  We  developed  an  intervention  model  that  identifies  key  functional  areas  for 

improving  self-regulatory  abilities  (using  mindfulness,  stress  reduction,  and  self- 
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efficacy  skills  enhancement)  and  social  support  (both  personal  and  professional). 
The  intervention  design  and  rationale  was  presented  at  the  American 
Telemedicine  Association  Conference  in  April  2012.  The  poster  is  included  in 
Appendix  19. 


2.  Developed  functional  requirements  and  system  architecture  specification  for 
BlueSun,  Inc.,  the  proposed  subcontractor.  The  Functional  Requirements 
document  is  attached  as  Appendix  20. 

3.  Our  external  program  evaluator  conducted  an  internal  qualitative  process 
evaluation  of  the  SupportNet  team.  Further,  after  having  already  reviewed  the 
literature  on  process  and  outcome  evaluation  relevant  to  interventions  for  general 
and  military  mental  health  caregivers,  the  evaluation  team  developed  a  process 
and  outcome  evaluation  plan  for  the  RCT  of  the  SupportNet  intervention.  This  is 
included  in  Appendix  21. 

4.  We  facilitated  six,  on-site  Focus  Group  meetings  at  Fort  Carson  in  Colorado 
Springs,  CO.  The  results  of  the  focus  group  are  presented  in  Appendix  22. 

5.  Completed  a  Coaching  Manual  that  can  be  used  as  a  guideline  for  other  groups 
and  organizations  looking  to  address  burnout  in  their  workplace.  This  manual  is 
included  in  Appendix  23. 

6.  Completed  a  Web  Application  for  the  RCT  that  can  also  be  used  by  other  groups 
and  organizations  looking  to  address  burnout  in  their  workplace.  Screen  shots  are 
included  in  Appendix  24. 

7.  We  completed  a  randomized  controlled  trial  (RCT)  to  test  the  effectiveness  of 
SupportNet,  in  October,  2014.  This  RCT  was  the  first  to  evaluate  an  intervention 
for  burnout  in  military  behavioral  health  providers. 

8.  A  poster  was  presented  at  AP A  describing  the  rise  in  the  amount  of  internet- 
mediated/  eHealth  interventions.  High  rates  of  attrition  and  low  adherence  have 
been  present  within  eHealth  intervention  research.  There  is  a  limited  base  of 
literature  highlighting  individual  characteristics  related  to  attrition  and 
adherence.  The  current  study  sought  to  standardize  the  eHealth  readiness  scale, 
implemented  to  examine  individual  characteristics  assessing  participant 
readiness,  and  adherence.  Results  showed  the  eHealth  readiness  scale  items 
demonstrate  good  internal  consistency  and  a  stable  one-factor  solution  and 
indicated  the  eHealth  readiness  scale  is  a  sufficient  criterion  valid  measure  of 
self-efficacy  and  ease  with  technology  usage.  This  poster  in  included  in  Appendix 
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25. 


Bhalla,  A.,  Al-Tabaa,  N.,  McDonald,  J.M.,  Hanneman,  S.,  &  Durham,  R.L.  (2014, 
August).  Psychometric  examination  of  a  readiness  scale  for  an  RCT  of  an  online 
intervention.  Presented  at  the  122nd  American  Psychological  Association  Annual 
Convention,  Washington  D.C. 


9.  A  poster  was  presented  at  the  International  Society  for  Research  on  Internet 

Interventions  (ISRII)  describing  a  study  that  investigated  the  relationship  between 
web  intervention  engagement  and  the  reduction  of  job  burnout  in  a  randomized 
controlled  trial.  We  examined  both  subjective  and  objective  measures  of 
engagement  and  how  they  affect  the  reduction  of  job  burnout.  Objective 
engagement  measures  were  generated  based  on  participants  ’  user  history. 

Results  showed  small  to  medium  negative  correlations  between  engagement  and 
job  burnout.  The  number  of  unique  pages  visited  was  significantly  correlated 
with  subjective  engagement  measures.  Patterns  that  emerged  for  correlations 
among  job  burnout  and  subjective  engagement  measures  were  discussed.  This 
poster  in  included  in  Appendix  26. 

Shoji,  K.,  Yeager,  C.,  Gibson,  F.W.,  Cieslak,  R.,  Bock,  J.,  Decker,  L.,  Anderson, 
V.,  &  Benight,  C.  C.  (2014,  October).  SupportNet  for  military  behavioral 
healthcare  providers:  Website  engagement  and  job  burnout.  Poster  session 
presented  at  the  annual  conference  of  the  International  Society  for  Research  on 
Internet  Intervention.  Valencia,  Spain. 


10.  A  poster  presented  at  Med  2.0  describing  a  study  that  examined  the  effectiveness 
of  the  SupportNet  intervention,  designed  to  reduce  job  burnout  among  behavioral 
healthcare  providers  for  U.S.  military  personnel  in  a  randomized  controlled  trial 
(RCT).  Results  showed  a  significant  reduction  in  job  burnout  among  participants 
who  used  SupportNet  with  a  coaching  component.  The  results  of  present  study 
showed  participants  who  used  the  SupportNet  with  coaching  guidance  reduced 
job  burnout  after  the  8 -week  intervention  more  than  the  other  group.  Job  burnout 
among  those  who  participated  without  coach ’s  guidance  was  not  different 
between  pre-  and  post-RCT.  These  results  indicated  that  the  coaching  component 
with  online  support  was  effective  in  this  population.  Behavioral  healthcare 
providers  may  prefer  face-to-face  interaction  rather  than  working  solely  online. 
This  poster  in  included  in  Appendix  27. 

Shoji,  K.,  Gibson,  F.  W.,  Cieslak,  R.,  Anderson,  V.,  Bock,  J.,  Decker,  L.,  Yeager, 
C.,  &  Benight,  C.  C.  (2014,  November).  SupportNet:  Preliminary  results  of  a 
randomized  controlled  trial.  Poster  session  presented  at  the  annual  conference  of 
the  Medicine  2.0.  Maui,  HI. 
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11.  A  poster  was  presented  at  ISTSS  describing  a  study  that  assessed  the 
psychometric  properties  of  the  eHealth  readiness  scale  in  an  RCT  of  the 
SupportNet  intervention,  which  aimed  to  reduce  burnout  and  secondary-traumatic 
stress  in  military  mental  health  providers.  Results  demonstrate  scale  items  to 
have  a  good  internal  consistency  and  a  stable  one-factor  solution.  Contrary  to 
the  hypothesis,  results  did  not  illustrate  any  significant  relation  between  eHealth 
readiness  and  time  spent  on  the  SupportNet  website.  Thus  predictive  validity  was 
unable  to  be  established  for  the  scale.  This  poster  in  included  in  Appendix  28. 

Bhalla,  A.  Durham,  R.L.,  Yaeger,  C.,  Luther,  E.,  Gibson,  F.,  &  Benight,  C.C., 
(2014,  November).  The  psychometric  validation  of  a  readiness  scale  for 
participants  in  an  online  intervention  for  burnout  and  secondary  traumatic  stress. 
Poster  presented  at  the  2014  International  Society  for  Traumatic  Stress  Studies 
annual  conference,  Miami,  FL. 


12.  A  poster  presented  at  ISTSS  describing  a  study  that  examined  the  role  of  a  sexual 
assault  history  on  the  development  of  secondary  traumatic  stress  and  job  burnout. 
Although  all  mental  health  providers  are  at  risk  for  experiencing  the  effects  of 
secondary  traumatic  stress  and  job  burnout,  those  with  a  sexual  assault  history 
may  be  even  more  sensitive  to  this  stress  and  more  likely  to  develop  job  burnout. 
Job  burnout  self-efficacy  may  serve  as  a  mediating  mechanism  between  secondary 
traumatic  stress  and  job  burnout  because  a  belief  in  your  ability  to  manage 
stressors  often  changes  how  challenges  and  goals  are  managed.  The  results 
suggest  that  job  burnout  self-efficacy  serves  as  a  self-regulatory  role  by  which 
secondary  traumatic  stress  relates  to  job  burnout  in  providers  without  a  sexual 
assault  history.  For  those  with  a  sexual  assault  history,  the  distress  caused  by  the 
trauma  may  override  the  buffering  effect  that  job  burnout  self-efficacy  has  on  the 
relationship  between  secondary  traumatic  stress  and  job  burnout.  This  poster  in 
included  in  Appendix  29. 

Boesdorfer,  G.,  Nichols,  C.,  Shoji,  K.,  Benight,  C.  C.,  Gibson,  F.  (2014, 
November).  Effects  of  sexual  assault  history  on  the  relationship  between 
secondary  traumatic  stress,  job  burnout  self-efficacy,  and  burnout  for  military 
mental  health  providers.  Poster  session  presented  at  the  annual  conference  of  the 
International  Society  for  Traumatic  Stress  Studies.  Miami,  FF. 


13.  A  paper  was  presented  at  ESTSS  describing  a  meta-analysis  on  the  relationship 
between  job  burnout  and  self-efficacy  showed  that  a  systematic  literature  search 
found  53  original  studies  meeting  inclusion  and  evaluation  criteria.  Preliminary 
results  show  there  is  a  moderate  association  between  job  burnout  and  self- 
efficacy.  The  results  suggested  that,  due  to  high  correlations  between  job  burnout 
and  secondary  traumatic  stress,  there  is  a  substantial  likelihood  that  a 
professional  exposed  to  secondary  trauma  would  report  similar  levels  of  job 
burnout  and  secondary  traumatic  stress,  particularly  if  job  burnout  and 
secondary  traumatic  stress  were  measured  within  the  framework  of  compassion 
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fatigue.  This  poster  in  included  in  Appendix  30. 

Cieslak,  R.,  Shoji,  K.,  Lesnierowska,  M.,  Smoktunowicz,  E.,  Benight,  C.  C. 

(2015,  June).  Which  comes  first:  Job  burnout  or  secondary  traumatic  stress?  Paper 
presented  at  the  annual  conference  of  the  European  Society  for  Traumatic  Stress 
Studies.  Vilnius,  Eithuania. 


14.  Finalized  the  final  dissemination  report  on  SupportNet  Findings  entitled: 
SupportNet:  Helping  Those  Who  Help  Our  Military.  This  report  was  mailed  to 
over  100  key  military  organizations  representing  our  military  stakeholders.  This 
report  is  included  in  Appendix  31. 


15.  A  paper  was  published  in  Frontiers:  Organizational  Psychology  (Impact  Factor 
=  2.56)  on  the  role  of  self-efficacy  in  disengagement,  a  factor  in  job  burnout.  This 
paper  in  included  in  Appendix  32. 

Rogala,  A.,  Shoji,  K.,  Euszczynska,  A.,  Kuna,  A.,  Yeager,  C.,  Benight,  C.,  & 
Cieslak,  R.  (2015).  Erom  exhaustion  to  disengagement  via  self-efficacy  change: 
Eindings  from  two  longitudinal  studies  among  human  services  workers.  Erontiers: 
Organizational  Psychology,  6,  2032.  http://doi.org/10.3389/fpsyg.2015.02032 


16.  A  poster  was  presented  at  a  key  conference  on  psychological  trauma,  ISTSS,  in 
November  2015.  This  poster  provided  a  meta-analysis  of  interventions  used  to 
decrease  burnout  in  behavioral  health  and  medical  professionals.  This  poster  is 
included  in  Appendix  33. 

Steams,  S.  &  Shoji,  K.  (2015).  A  Meta- Analysis  of  Interventions  Used  to 
Decrease  Burnout  in  Behavioral  Health  and  Medical  Providers.  Poster  presented 
at  the  annual  conference  of  the  International  Society  for  Traumatic  Stress  Studies. 
New  Orleans,  EA. 


17.  A  poster  was  presented  at  a  key  conference  on  psychological  trauma,  ISTSS,  in 
November  2015.  This  poster  provided  a  meta-analysis  of  engagement  in  web 
interventions.  This  poster  is  included  in  Appendix  34. 

Yeager,  C.,  Stautz,  K.,  Mullings,  A.,  Nichols,  C.,  Streeb,  N.,  &  Shoji,  K.  (2015). 
A  Meta-analytic  Review  of  Trauma  Outcomes  and  Web  Intervention 
Engagement.  Poster  presented  at  the  annual  conference  of  the  International 
Society  for  Traumatic  Stress  Studies.  New  Orleans,  EA. 


18.  A  paper  was  published  in  PLOS-1  (Impact  Factor  =  3.23)  on  the  directionality  of 
burnout  with  secondary  traumatic  stress.  This  paper  in  included  in  Appendix  35 
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Shoji,  K.,  Lesnierowska,  M.,  Smoktunowicz,  E.,  Bock,  J.,  Luszczynska,  A., 
Benight,  C.  C.,  &  Cieslak,  R.  (2015).  What  comes  first,  job  burnout  or  secondary 
traumatic  stress?  Findings  from  two  longitudinal  studies  from  the  U.S.  and 
Poland.  PLOS  ONE.  10(8):  e0136730.  doi:10.1371/joumal.pone.0136730 


19.  Finalized  a  book  contract  on  the  SupportNet  project  with  the  publisher 

Palgrave/MacMillan.  The  book  will  provide  a  comprehensive  presentation  of  the 
SupportNet  project  and  its  findings.  Implications  for  military  mental  health 
providers  and  other  health  care  personnel  will  be  included. 


4.  IMPACT 

Impact  on  the  Development  of  the  Principal  Discipline(s)  of  the  Project 

The  SupportNet  project  was  the  first  systematic  study  of  burnout  and  secondary  traumatic 
stress  in  military  mental  health  providers.  The  data  from  this  project  provides  a  critical 
foundation  for  understanding  the  scope  of  the  burnout  and  secondary  traumatic  stress 
problem  within  military  mental  health  providers  as  well  as  an  intervention  for  supporting 
these  clinicians. 

The  theoretical  model  tested  by  the  SupportNet  project  has  significantly  contributed  to 
the  field  of  secondary  traumatic  stress  and  burnout  in  health  care  providers.  Several 
empirical  papers  have  been  published  that  demonstrate  the  primary  mechanisms  that 
predict  secondary  traumatic  stress  and  burnout.  In  addition,  we  identified  a  critical 
finding  that  burnout  leads  to  higher  levels  of  STS  and  not  the  other  way  around.  This  has 
important  theoretical  and  practical  implications. 

Our  intervention  approach  provided  a  novel  intervention  for  burnout  that  includes  a  social 
media  based  web  intervention  as  well  as  a  detailed  coaching  model  to  help  providers 
manage  the  challenges  of  a  highly  demanding  complex  clinical  landscape.  This  offers  a 
new  way  forward  for  helping  mental  health  providers  who  work  with  military  clients  as 
well  as  those  who  work  with  a  more  general  trauma  clientele. 


Impact  on  Other  Disciplines 

Our  SupportNet  findings  do  offer  some  evidence  around  the  key  mechanisms  leading  to 
burnout  and  secondary  traumatic  stress  that  has  implications  for  health  care  providers, 
first  responders,  and  others  who  work  within  traumatic  stress  settings. 

Our  specific  finding  that  burnout  can  make  providers  more  vulnerable  to  secondary 
traumatic  stress  has  important  practical  implications  for  many  other  disciplines. 
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Impact  on  Technology  Transfer 

The  SupportNet  website  is  going  to  be  transferred  for  sale  through  BlueSun,  Inc 
(Bluesunsupport.com).  This  company  was  developed  by  the  P.I.  Dr.  Charles  C.  Benight 
as  part  of  another  Science  Technology  Transfer  Grant  through  NIMH  and  is  now 
operating  as  a  web-support  system  company  for  traumatic  stress.  The  SupportNet 
website  provides  an  important  extension  to  the  current  offerings  at  BlueSun  and  provides 
new  potential  market  segments  related  to  secondary  trauma  and  burnout  in  health  care 
providers. 

Impact  on  Society  Beyond  Science  and  Technology 

The  SupportNet  project  provides  important  information  on  the  impact  our  health  care 
system  is  absorbing  following  over  a  decade  of  war.  This  is  important  in  relation  to 
public  policy  and  health  care  planning. 


5.  CHANGES/PROBLEMS 

Changes  in  Approach  and  Personnel 

There  were  two  changes  during  the  course  of  the  grant:  one  to  the  approach  and  one  in 
our  personnel. 

•  During  the  RCT,  we  modified  our  recruitment  strategy  (with  IRB  approval)  to 
include  military  behavioral  health  providers  both  on-  and  off-post.  This  was  due 
to  an  inadequate  response  from  the  population  of  our  primary  site.  We  believe 
that  people  who  are  experiencing  burnout  may  find  it  difficult  to  participate  in 
future  research. 

•  In  terms  of  personnel,  the  position  of  Research  Director  was  replaced  twice  on  the 
project  due  to  individuals  in  these  positions  vacating  this  role  for  other  job 
opportunities  outside  the  University  of  Colorado.  Although  this  did  not  affect  the 
overall  budget  for  personnel,  it  did  cause  delays  in  completing  the  grant 
objectives  within  the  original  timeframe. 


6.  PRODUCTS 

Publications,  Conference  Papers,  and  Presentations 

We  published  a  total  of  7  peer-reviewed  articles,  15  conference  papers  and  presentations, 
1  book  chapter,  and  8  briefings  for  leadership  at  Fort  Carson,  CO.  Please  see  appendices 
for  copies  of  articles  and  presentations.  Finally,  we  are  completing  a  book  titled 
“Secondary  Trauma  and  Burnout  in  Military  Behavioral  Health  Providers:  Beyond  the 
Battlefield”  by  Palgrave/Macmillan  publishers. 
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Appendix  2 


Secondary  Trauma  and  Burnout 
Open  Call  for  Manuscripts 
Psychological  Services 

The  editorial  staff  at  the  APA  Division  18's  journal,  Psychological  Services,  is  extending  an  invitation  for 
manuscripts  to  be  considered  for  a  special  section  on  secondary  trauma  and  burnout  Drs.  Charles  Benight,  Roman 
Cieslak,  Bret  Moore,  and  Jeffrey  Burk  have  agreed  to  serve  as  our  guest  editors. 

Understanding  the  complexity  of  psychological  health  for  mental  health  providers  is  critically  important.  The 
challenges  of  secondary  traumatic  stress  and  burnout  are  frequently  expressed,  yet  the  issues  are  not  clearly 
understood.  Much  of  the  research  in  this  area  has  been  non-empirical  and  without  strong  theoretically  based 
frameworks.  Additionally,  the  scientific  evaluation  of  innovative  intervention  strategies  to  assist  providers  in 
managing  these  issues  is  clearly  lacking.  Therefore,  this  special  section  is  devoted  to  enhancing  the  current 
knowledge  base  related  to  understanding  secondary  traumatic  stress  and/or  burnout  in  mental  health  providers  and 
what  can  be  done  to  address  these  issues  in  public  sector  settings.  Increasing  numbers  of  Veterans  experiencing 
posttraumatic  stress  disorder  or  traumatic  brain  injury,  more  frequently  occurring  and  more  destructive  natural 
disasters,  and  decreasing  budgets  resulting  in  increasing  workloads  all  can  take  a  toll  on  the  psychological  health  of 
treatment  providers,  making  this  a  critical  issue  for  those  who  work  in  the  public  sector. 

This  special  section  is  focused  on  four  primary  areas  related  to  secondary  trauma  and/or  burnout. 

1)  Information  on  the  prevalence  of  these  issues  in  different  contexts  of  mental  health  services  is  needed.  Studies 
that  utilize  strong  sampling  strategies  with  solid  measurement  are  particularly  welcomed. 

2)  Identification  of  critical  predictors  for  secondary  trauma  and/or  burnout  that  take  into  account  the  various 
domains  for  mental  health  providers  is  essential.  Studies  that  utilize  solid  measurements  and  research  designs 
(longitudinal)  are  especially  desired. 

3)  Investigations  that  focus  on  theoretical  frameworks  related  to  the  dynamic  interplay  between  secondary  trauma 
and  burnout  are  critically  needed.  Theory  based  studies  with  clearly  delineated  hypotheses  are  particularly 
important. 

4)  Finally,  information  on  differential  approaches  designed  to  reduce  the  effects  of  secondary  trauma  and/or  burnout 
are  desired.  This  area  of  research  is  in  need  of  empirical  studies  that  test  well -designed  support  interventions.  Such 
studies  are  strongly  welcomed,  especially  as  they  relate  to  addressing  burnout  and/or  secondary  trauma  of  mental 
health  providers  in  public  sector  settings. 

Given  the  focal  areas  described  above,  as  the  APA  Division  dedicated  to  psychologists  in  public  service.  Division  18 
welcomes  manuscripts  related  to  secondary  trauma  and/or  burnout  including  but  not  limited  to  the  following 
domains; 

•  Psychologists  working  on  military  installations,  within  community  based  settings,  or  in  the  Department  of 
Veterans  Affairs. 

•  Psychologists  working  within  police  and  fire  populations. 

•  Psychologists  working  in  state  hospitals. 

•  Psychologists  working  with  the  vulnerable  and  minority  communities 

•  Forensic  psychologists. 

Meta-analytic  papers,  theoretical-based  papers,  and  empirical  papers  are  all  welcomed  for  submission.  To  promote 
the  utility  of  this  special  section,  all  papers  submitted  must  have  a  clinical  application  section  that  outlines  the 
importance  of  the  findings  for  the  health  and  wellbeing  of  public  service  psychologists.  The  deadline  for  receipt  of 
papers  for  this  special  section  is  November  1,  2012.  Please  follow  the  Instructions  to  Authors  information  located  on 
the  Psychological  Services  website  at:  http://www.apa.org/pubs/iournals/ser/index.aspx.  Manuscripts  must  be 
submitted  electronically  through  the  Manuscript  Submission  Web  Portal  as  described  on  the  journal's  website,  here: 
http://www.ibo.com/ibo3/submissions/dsp  ibo.cfm?iournal  code=ser 

Please  specify  in  your  cover  letter  that  the  submission  is  intended  for  the  special  section  on  secondary  trauma  and 
burnout  and  address  your  letter  to  Dr.  Lisa  Kearney,  Associate  Editor.  All  papers  submitted  will  be  initially  screened 
by  the  editorial  board  and  then  sent  out  for  blind  peer  review,  if  evaluated  as  appropriate  for  the  journal. 
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For  further  questions  related  to  this  special  section,  please  contact  Dr.  Kearney  at  lisa.kearnev3@va.gov 
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Appendix  3 


Web  Intervention  Design  Issues 

This  report  describes  the  design  issues  to  consider  when  designing  the  SupportNet  internet-based 
intervention.  A  model  from  Frank  (2003)  describes  a  set  of  principles  to  consider  when 
evaluating  the  design  of  a  computer-based  intervention.  These  factors  are  usefulness,  ease-of- 
use,  efficiency,  engagement,  and  trustworthiness  (Frank,  2003). 

Design  Principles 
Usefulness 

The  system  must  provide  “.  .  .  accurate  content  that  is  relevant .  .  .”  (Frank,  2003,  p.  1)  for  the 
users.  It  should  use  dynamic  and  graphical  content  that  provides  information  that  is  tailored  to 
the  user’s  level  of  symptoms  (as  measured  by  the  assessment)  and  knowledge  (as  assumed  by 
level  of  professional  education).  The  user  should  not  be  demotivated  by  being  presented  with 
information  that  is  not  relevant  to  their  particular  needs. 

Ease-of-Use 

Is  information  conveyed  without  requiring  a  lot  of  reading? 

Efficiency 

Does  the  site  match  the  mental  models  of  the  users?  Research  suggests  that  the  most  efficient 
sites  provide  the  user  with  a  mental  model  or  landscape  that  allows  the  user  to  more  easily 
process  and  incorporate  new  information  (Rosen  &  Purinton,  2004). 

Engagement 

Engagement  requires  that  there  is  a  reason  and  motivation  for  regularly  returning  to  the  site. 
Rosen  and  Purinton  (2004)  describe  a  Preference  Framework  from  the  work  of  Rosen  and  Rosen. 
This  framework  includes  design  dimensions  that  improve  the  user’s  comfort  and  willingness  to 
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regularly  return  to  a  site.  These  dimensions  include  coherence,  complexity,  legibility  and 
mystery  (Rosen  &  Purinton,  2004)  explaining 

These  dimensions  allow  a  rapid  assessment  of  a  scene  or  situation  based  upon  a  surface 
examination.  Settings  which  are  orderly  (coherent)  increase  the  individual’s  ability  to  understand 
the  environment.  Environments  containing  richness  of  elements  (complexity)  encourage 
exploration.  Neither  complexity  nor  coherence  alone  is  sufficient  to  motivate  activating  one’s 
cognitive  map  and,  hence,  feeling  confident  and  comfortable  in  an  environment;  both  are 
required.  .  .  Research  demonstrates  that  people  favor  landscapes  which  recognize  a  preference 
for  coherence  and  legibility  (Lynch,  1960),  while  at  the  same  time  accommodating  a  desire  for 
some  complexity  (Wohlwill,  1976)  and  mystery  (Kaplan,  1973b)  (Rosen  &  Purinton,  2004,  p. 
789). 

Trustworthiness 

Can  the  site  and  its  information  be  trusted?  Is  it  sponsored  by  a  reputable  organization? 

Factors  Affecting  Use 

There  appear  to  be  three  factors  affecting  the  use  and  efficacy  of  internet  interventions.  They  are 
drop-out  rates,  adherence  to  the  treatment,  and  continued  engagement  with  the  site. 

Drop-Out  Rates 

Donkin  et  al.  (201 1)  discuss  their  findings  about  the  factors  that  influence  drop-out  rates  of  e- 
Therapy  treatments.  The  suggest  that  drop-out  rates  for  internet  interventions  is  close  to  or 
perhaps  lower  than  drop-out  rates  for  in-person  therapy.  Factors  that  contribute  to  continued  use 
and  engagement  are  1)  use  of  empathy  and  social  dialogue  in  the  program,  2)  regular  tracking 
and  reminders  for  the  users,  and  3)  willingness  to  invest  the  time  and  physical  and  emotional 
energy  in  the  program  (Donkin  et  ah,  201 1). 

Adherence 
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Adherence  refers  to  whether  the  treatment  protocol  designed  into  the  site  is  being  completed  and 
followed  as  designed.  Adherence  has  been  measured  by  site  usage  statistics  including  logins  and 
site  usage  statistics  including  such  things  as  modules  completed,  posts  on  a  forum,  page  views, 
and  the  like  (Donkin  et  ah,  2011).  As  noted  by  Donkin  et  al.  (201 1),  the  most  common 
measurement  of  adherence  for  psychological  interventions  was  module  completion. 

Engagement  and  Continuance 

Engagement  refers  to  whether  the  site  is  designed  in  a  way  that  keeps  the  user’s  interest  and 
creates  the  sense  of  mystery  that  encourages  the  user  to  seek  more  information.  Continuance 
relates  to  whether  users  repeatedly  return  to  the  site  (Chen,  2007).  What  isn’t  clear  is  what  design 
factors  influence  the  user’s  continued  engagement  in  the  site  and  how  the  site  might  be  designed 
to  increase  engagement  and  continuance. 

From  Castaneda,  Munoz -Leiva,  and  Luque  (2007) 

To  predict  user’s  intention  to  revisit  a  website  Castaneda,  Munoz-Leiva,  and  Luque  (2007)  did  a 
study  to  understand  the  factors  that  contribute  to  engagement  and  continuance.  This  was  one  of 
the  first  studies  conducted  using  an  Internet-based  application  instead  of  simply  acceptance  of 
internal  IT  systems. 

More  specifically,  the  results  are  as  follows: 

_  Perceived  usefulness  is  the  main  determinant  of  the  intention  to  continue  visiting  a  website, 
irrespective  of  the  level  of  experience  of  the  user,  its  direct  influence  being  greater  in  the 
frequent  users  of  the  Internet. 

_  In  users  with  high  experience  of  the  Internet  or  a  website,  the  influence  of  perceived  usefulness 
on  the  process  of  forming  the  attitude  to  the  website  is  substantially  greater  than  in  users  with 
low  experience. 
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_  In  users  with  high  experience  of  the  Internet  or  a  website,  the  influence  of  perceived  ease  of 
use  on  the  attitude  towards  the  website  is  substantially  smaller  than  in  users  with  low  experience. 
By  the  same  token,  in  a  high  experience  situation,  the  attitude  is  conditioned  primarily  by 
usefulness,  the  direct  effect  of  ease  of  use  being  practically  non-existent,  corroborating  the 
results  of  the  original  TAM.  (Castaneda,  Munoz-Leiva,  &  Luque,  2007,  p.  392) 

“It  is  worth  noting  that  perceived  usefulness  was  the  most  important  determinant  of  the  intention 
to  visit,  regardless  of  the  user’s  level  of  experience.”  (Castaneda,  Munoz-Leiva,  &  Luque,  2007, 
p.  393) 

Professional  Virtual  Communities  (Chen,  2007)  -  factors  affecting  continuance  intentions  are  “  . 

.  .  system  quality,  information  quality  and  satisfaction  impact  IS  users”  intentions.  .  .”  (Chen, 
2007,  p.  452). 

Chen  (2007)  describes  the  concept  of  “social  capital”  as  the  value  that  gets  created  by  the 
participation  in  a  professional  network  in  terms  of  the  resources  that  network  represents.  Social 
capital  facilitates  knowledge  exchange  and  knowledge  exchange  keeps  the  PVC  relevant  and 
useful.  Without  knowledge  exchange,  the  PVC  becomes  outdated  and  does  not  attract 
(engagement)  or  retain  (continuance)  the  interest  of  its  participants. 

Changes  in  Design 

"‘The  Web  2.0  technologies  that  call  for  a  more  stakeholder-driven  approach  are  beyond  the 
scope  of  current  frameworks.  To  overcome  these  limitations,  we  composed  a  holistic  framework 
based  on  a  participatory  development  approach,  persuasive  design  techniques,  and  business 
modeling.'''’  (Van  Gemert-Pijnen  et  ah,  2011).  "The  way  in  which  technology  is  being  designed  to 
improve  health  care  needs  rethinking.'"  (Van  Gemert-Pijnen  et  ah,  2011). 

Constructs: 

Cognitive  absorption  (Agarwal  &  Karahanna)  (a  trait  variable??) 

Individual  traits  (Roche  &  McConkey,  Wild  et  al) 
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Cognitive  playfulness  (Webster  &  Martochhio) 
Personal  Innovativeness  in  IT  (Agarwal  &  Prasad) 
“Flow”  experience  (Trevino  &  Webster) 

Cognitive  engagement  (Agarwal  &  Karahanna) 
Perceived  usefulness  (Davis) 

Perceived  ease  of  use  (Davis) 

Computer  self-efficacy  (Compeau  &  Higgins) 
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Abstract 


Psychologists  treating  military  patients  are  currently  at  risk  for  burnout,  secondary 
traumatic  stress,  and  compassion  fatigue.  These  problems  are  defined  both  generally  and  within 
the  context  of  treating  individuals  who  have  experienced  combat  trauma.  The  literature  review 
aims  to  identify  the  interventions  for  burnout  and  compassion  fatigue  both  within  the  military 
and  in  other  related  fields.  The  scarcity  of  empirical  literature  on  military  interventions  and  the 
absence  of  program  evaluations  within  the  military  demonstrates  the  present  need  for  empirical 
research  to  be  conducted  in  this  area.  Evaluations  of  relevant  mental  health  interventions  are 
also  discussed  to  provide  a  framework  for  our  developing  evaluation  plan.  Measures  used  to 
assess  the  effectiveness  of  the  SupportNet  intervention  are  discussed.  Implications  for  the 
SupportNet  intervention  for  primary  caregivers  within  the  military  are  discussed  in  light  of  the 
literature  and  research. 
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Wounded  soldiers  have  been  returning  from  wars  for  millennia.  While  physical  injuries 
have  always  been  treated  with  the  utmost  urgency  and  care,  the  United  States  military  has  only 
recently  come  to  recognize  or  treat  battle-related  psychological  problems.  It  was  not  until  the 
first  Gulf  War  that  post-traumatic  stress  disorder  (PTSD)  was  recognized  as  a  mental  disorder 
with  soldiers.  Treatments  for  PTSD  have  progressed  dramatically  in  the  past  twenty  years,  and 
several  evidence-based  treatments  are  currently  endorsed  by  the  U.S.  military.  To  this  end,  the 
technology  of  today  offers  a  unique  opportunity  to  provide  treatment  for  returning  soldiers  as 
well  as  provide  support  for  the  caregivers  who  treat  them. 

In  treating  clients  with  combat  trauma,  mental  health  professionals  listen  to  recounts  of 
uniquely  horrific  traumatic  events.  The  following  review  first  defines  these  interrelated 
constructs  and  how  they  affect  military  mental  health  providers.  Interventions  that  have 
addressed  the  problems  of  burnout,  secondary  traumatic  stress  (STS),  or  compassion  fatige  (CF) 
in  caregiving  professions  are  outlined,  followed  by  interventions  to  date  that  address  these 
problems  within  the  military.  Demonstrating  the  need  for  empirical  evaluation,  there  are  very 
few  programs  evaluated  on  this  topic.  Process  and  outcome  evaluations  to  date  are  summarized 
as  well  as  measures  used  to  assess  the  effectiveness  of  similar  or  related  interventions. 

Occupational  Obstacles  for  Caregivers 
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Individuals  working  in  human  service  fields  come  in  contact  with  certain  occupational 
dangers  or  side  effects.  Several  terms  have  been  used  to  label  the  resulting  stress  and  coping 
difficulties  experienced  by  some  mental  health  professionals,  including  vicarious  traumatization 
(VT),  secondary  traumatic  stress  (STS),  compassion  fatigue  (CF),  and  burnout  (McCann  & 
Pearlman,  1990;  Figley,  1995).  While  many  avenues  are  being  explored  to  help  human  service 
workers  avoid  these  occupational  hazards,  mental  health  providers  face  special  challenges  that 
are  unique  to  their  positions.  Evaluations  of  relevant  programs  are  sparse  and  even  absent  in 
terms  of  military  caregivers. 

Burnout 

Everyone  experiences  some  level  of  stress  at  work;  however,  some  occupations  expose 
employees  to  stress  and  possibly  dangerous  situations  more  than  others.  Eor  the  individual  who 
may  be  experiencing  an  extensive  amount  of  stress  at  work  or  who  is  employed  in  a  higher  stress 
job,  burnout  may  occur.  Burnout  is  a  complex  idea  that  has  been  defined  in  several  different 
ways  throughout  the  years  and  has  symptoms  ranging  from  mild  distress  to  severe  depression 
(Meldrum,  2010).  Others  define  it  as  emotional  exhaustion  accompanied  by  depersonalization, 
alienation  and  lack  of  personal  accomplishment  (Ee  Blanc,  Hox,  Schaufeli,  Taris  &  Peelers, 
2007;  Eee,  Eim,  Yang,  &  Eee,  2011;  Einnerooth,  Mrdjenovich,  &  Moore,  2011).  Emotional 
exhaustion  has  been  defined  as  feeling  overextended  and  exhausted  emotionally  and  physically, 
and  it  seems  to  correlate  with  high  work  demands,  general  work  stressors  and  feelings  of  having 
to  “deaden  one’s  conscience”  (Glasberg,  Eriksson,  &  Norberg,  2007,  p.  392).  Depersonalization 
refers  to  beginning  to  feel  negative,  callous,  detached,  or  cynical  in  response  to  coworkers  and 
clients  and  their  situations  (Newell  &  MacNeil,  2010).  Eack  of  personal  accomplishment  means 
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a  decline  in  feelings  of  competence  and  productivity  while  at  work  (Halbeslebe  &  Demerouti, 
2005).  Burnout  can  cause  a  great  deal  of  distress  in  clinicians,  it  can  create  conflicts  in  their 
personal  lives,  and  it  may  reduce  their  capacity  to  perform  their  job  effectively  (Meldrum,  2010; 
Newell  &  MacNeil,  2010). 

Factors  that  have  been  shown  to  contribute  to  burnout  are  high  workloads,  obscure  job 
requirements  or  role  at  work,  feelings  of  loss  of  control  at  work,  lack  of  social  support  and 
certain  personality  characteristics  (Glasberg,  Eriksson,  &  Norberg,  2007).  Social  support,  setting 
boundaries,  and  a  feeling  of  internal  locust  of  control  were  shown  in  one  study  to  account  for 
74%  of  the  variance  between  clinicians  who  did  and  did  not  experience  burnout  (Killian,  2008). 

Many  different  human  service  workers  are  at  high  risk  of  burnout,  but  clinical  military 
psychologists  and  other  military  mental  health  care  providers  currently  have  a  very  high  risk  for 
burnout  due  to  the  increasing  numbers  of  soldiers  returning  from  combat  who  need  mental  health 
services.  The  influx  of  soldiers  requiring  treatment  along  with  the  ordinarily  higher  stressors  and 
unique  job  requirements  that  these  clinicians  experience  puts  them  in  greater  danger  of  burnout 
(Linnerooth,  Mrdjenovich,  &  Moore,  2011).  While  these  issues  have  been  acknowledged  and 
addressed  in  literature,  there  is  a  paucity  of  empirical  data  concerning  burnout,  its  consequences, 
or  its  treatment  within  the  population  of  military  clinicians. 

Vicarious  Traumatization 

In  addition  to  burnout,  working  with  traumatized  clients,  particularly  military  personnel, 
presents  additional  risks  to  psychologists.  McCann  and  Pearlman  (1990)  coined  the  term 
“vicarious  traumatization”  (VT)  to  describe  the  changes  in  cognitive  schemas,  views  of  the 
world,  and  personal  relationships  that  clinicians  may  experience  as  a  result  of  trauma  therapy. 
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Repeated  empathie  engagement  with  elients’  traumatie  experienees  may  result  in  disruptions  to 
the  therapist’s  experienee  of  self,  others,  and  the  world  (Pearlman  &  Maelan,  1995).  Effeetive 
trauma  treatment  typically  involves  the  patient  describing  the  traumatic  experiences  in  detail  in 
order  to  process  and  work  through  them.  As  a  result,  in  helping  trauma  survivors,  therapists 
listen  to  graphic  stories  of  combat  experiences,  and  are  confronted  with  harsh  examples  of 
people’s  cruelty  to  one  another  (Pearlman  &  Saakvitne,  1995).  Specifically,  a  high  percentage  of 
combat  infantry  members  returning  from  Iraq  and  Afghanistan  report  handling  dead  bodies, 
knowing  someone  who  was  killed  or  injured,  killing  an  enemy  combatant,  and  seeing  ill  or 
injured  women  or  children  whom  they  were  unable  to  help  (Hoge,  Castro,  Messer,  McGurk, 
Cotting,  &  Koffman,  2004). 

Secondary  Traumatic  Stress 

Secondary  traumatic  stress  (STS)  describes  how  those  who  try  to  help  traumatized 
individuals  may  experience  significant  emotional  disruption  and  may  themselves  become 
indirect  victims  of  the  trauma  (Figley,  1995).  As  a  result,  STS  is  increasingly  becoming 
recognized  as  an  occupational  hazard  to  professionals  who  interact  directly  with  traumatized 
individuals  (Bride,  Robinson,  Yegedis  &  Figley,  2004).  While  VT  and  STS  are  clearly  related  to 
one  another,  they  can  be  distinguished  in  that  VT  refers  to  cognitive  changes,  while  STS  refers  to 
the  manifestation  of  PTSD-like  symptoms  (Voss  Horrell,  Holohan,  Didion,  &  Vance,  2011). 
Through  secondary  exposure,  social  workers  can  experience  symptoms  that  closely  resemble  the 
symptoms  of  PTSD  caused  by  direct  exposure  to  traumatic  events  (Figley,  1999).  Similar  to 
PTSD,  symptoms  of  STS  include  intrusive  recollection  (e.g.,  repeatedly  thinking  about  clients 
experiences  or  having  disturbing  dreams  related  to  work  with  clients),  avoidance  (e.g.,  wanting 
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to  avoid  working  with  some  clients,  avoiding  people,  places  or  things  that  are  reminders  of  work 
with  clients),  hyperarousal  (e.g.,  feeling  jumpy,  feeling  easily  annoyed,  having  difficulty 
sleeping),  and  feeling  emotionally  numb  (Bride  et  ah,  2004).  Secondary  traumatic  stress 
disorder  (STSD)  is  nearly  identical  to  PTSD  except  that  the  stressor  is  experienced  vicariously. 

Compassion  Fatigue 

Figley  (1995)  introduced  the  term  compassion  fatigue  (CF)  as  a  more  “user-friendly” 
term  to  describe  STSD.  In  addition  to  the  symptoms  for  STS  described  above,  CF  is 
characterized  by  reduced  capacity  or  interest  in  being  empathic  (Figley,  1995).  Because  being 
empathic  is  considered  by  most  to  be  crucial  component  in  building  a  therapeutic  alliance,  CF 
likely  negatively  affects  clinicians’  ability  to  do  their  job.  Compassion  fatigue  contains  both 
elements  of  STS  and  burnout,  and  accordingly,  measures  of  CF  contain  submeasures  for  STS  and 
burnout  (Adams,  Boscarino,  &  Figley,  2006).  According  to  Figley  (2002),  several  variables 
contribute  to  the  development  of  compassion  fatigue,  including  empathic  ability,  empathic 
concern,  exposure  to  the  client,  empathic  response,  compassion  stress,  sense  of  achievement, 
disengagement,  prolonged  exposure,  traumatic  recollections,  and  life  disruption.  The 
applications  of  Figley’s  model  is  addressed  below. 

Interventions 

In  the  following  section,  we  discuss  mental  health  interventions  aimed  to  reduce  burnout, 
STS,  and  CF  among  human  service  workers  in  general,  and  specifically  within  the  military. 
Web-based  mental  health  interventions  are  described  and  recommendations  are  proposed. 

Finally,  mental  health  interventions  within  the  military  are  analyzed  in  detail,  both  those 
involving  face-to-face  communication  and  online  interventions. 


38 


Burnout  Intervention  in  Medical  Fields 


In  addition  to  military  mental  health  eare  providers,  physieians  and  other  professionals 
working  in  human  serviees  field  (e.g.  soeial  workers,  nurses,  and  earetakers  for  the  elderly)  also 
experienee  high  rates  of  burnout.  One  population  that  is  experieneing  burnout  is  oneology  eare 
providers. 

To  reduee  burnout  among  oneology  eare  providers,  Killian  (2008)  developed  a  team- 
based  burnout  intervention  and  tested  its  effeetiveness  using  a  pre-test,  post-test  design  (Killian, 
2008).  The  intervention  itself  ineluded  a  training  manual,  eounseling  sessions  to  inform  about 
self  eare  and  ways  to  avoid  burnout,  and  soeial  support.  The  results  showed  the  intervention 
succeeded  in  significantly  decreasing  participant’s  feelings  of  depersonalization  and  emotional 
exhaustion.  This  study  claims  quite  a  few  limitations  and  suffered  from  high  attrition  in  the 
experimental  group  (Le  Blanc,  Hox,  Schaufeli,  Taris,  &  Peeters,  2007). 

STS  Intervention  for  Well  Baby  Nurses 

Another  intervention  aimed  to  reduce  secondary  trauma  among  Israeli  well  baby  clinic 
nurses  through  increasing  self-efficacy  (Berger  and  Gelkopf,  2011).  In  this  study,  90  nurses 
were  randomly  assigned  to  a  control  group  (wait-list  group)  or  experimental  group  (intervention 
group).  The  intervention  group  was  asked  to  attend  12  weekly  six-hour  group  sessions  in  which 
they  would  receive  education  on  self-efficacy  practices  and  would  participate  in  group 
discussions.  None  of  the  nurses  who  began  the  program  finished  all  12  session.  The  results  of 
the  study  showed  that  the  participants  in  the  experimental  group  showed  a  significantly  greater 
reduction  on  self-report  measures  of  STS  as  well  as  elevated  scores  on  professional  self-efficacy. 
Internet  Interventions 
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With  the  increasing  utility  of  technology  in  our  everyday  lives,  the  development  of 
internet  interventions  has  grown  rapidly  over  the  past  decade.  Several  programs  have  been 
launched  to  treat  a  variety  of  mental  health  problems,  including  alcohol  addiction,  stress 
management,  PTSD,  anxiety  and  depression  (Hirai  &  Clum,  2005;  Lange  et  ah,  2001;  Litz  et  al, 
2004;  Williams,  Hagerty,  Brasington,  Clem  &  Williams,  2010).  Internet  interventions  hold  a 
great  deal  of  potential  for  reaching  a  wider  scope  of  individuals  who  may  not  otherwise  seek 
mental  health  treatment;  several  barriers  to  seeking  traditional  in-person  therapy  include 
monetary  constraints,  scheduling  difficulties,  lack  of  available  providers  within  the  geographic 
area  (especially  in  rural  areas),  and  the  stigma  associated  with  mental  health  issues.  Empirically 
supported  internet  interventions  will  next  be  discussed  followed  by  descriptions  of  military 
internet  interventions  that  have  yet  to  be  evaluated  empirically. 

Interventions  for  PTSD.  Internet  interventions  for  traumatic  stress  have  shown 
encouraging  results  (Benight,  Ruzek,  and  Waldrep,  2008).  Several  online  interventions  have 
proven  efficacious  in  reducing  symptoms  of  PTSD  in  non-military  participants  (Hirai  &  Clum, 
2005;  Lange  et  al.,  2001;  Litz  et  al.,  2004). 

In  a  recent  meta-analysis  of  telehealth  interventions  Sloan,  Gallagher,  Leinstein,  Lee  and 
Pruneau  (201 1)  found  that  telehealth  interventions  produced  large  and  significant  effect  sizes  in 
reducing  PTSD  symptoms  compared  to  wait-list  control  groups  (d  =  1.01,  p  <  .001).  However, 
the  mean  effect  size  for  telehealth  treatments  showed  it  to  be  significantly  less  effective  than 
face-to-face  interventions  for  trauma  treatment.  These  findings  suggest  that  face-to-face  trauma 
treatment  is  more  effective  than  telehealth  interventions  for  PTSD;  however  telehealth 
interventions  produce  meaningful  reductions  in  PTSD  symptoms,  and  therefore  would  be 
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preferable  to  no  treatment  for  individuals  impeded  by  barriers  to  seeking  traditional  face-to-face 
psychotherapy.  Of  the  studies  included  in  the  meta-analysis  that  reported  pre-  and  post-treatment 
measures  of  PTSD  symptoms,  the  mean  within-groups  effect  size  was  large  and  statistically 
significant;  although  these  results  suggest  that  telehealth  interventions  result  in  large  reductions 
in  PTSD  symptoms,  Sloan  et  al.  caution  that  they  calculated  a  significant  Q  statistic  which 
indicates  that  the  effect  sizes  in  the  analyses  were  heterogenous. 

One  noteworthy  randomized  control  trial  (RCT)  included  in  the  previous  meta-analysis 
delivered  internet-based  CBT  to  military  participants  with  combat-related  PTSD  (Litz,  Engel, 
Bryant,  &  Papa,  2007).  The  study  compared  an  online  therapist-assisted  self-management  CBT 
intervention  to  an  internet-based  supportive  counselling  control  and  found  that  those  who 
received  the  self-management  CBT  intervention  reported  greater  reductions  in  PTSD  symptoms 
and  one-third  reported  high  end-state  functioning  at  six-month  follow-up  (Litz  et  al.,  2007). 

Based  on  the  promising  results  internet  interventions  have  shown  in  treating  PTSD,  the  military 
launched  its  own  site  to  address  the  challenges  faced  by  soldiers  returning  from  deployment. 

Afterdepoloyment.org.  The  DoD  launched  the  website  afterdeployment.org  (AD)  to 
accomplish  two  goals:  (1)  to  provide  online  tools  for  early  diagnosis  and  treatment  of  PTSD  for 
military  and  civilian  health  care  providers,  and  (2)  to  assist  military  family  members  in 
identifying  PTSD  (Rucek,  Hoffman,  Cuilla,  Prins,  Kuhn  &  Gahm,  2011).  AD  includes  online 
assessments  for  29  post-deployment  issues.  The  site  is  directed  toward  military  service  members, 
their  families,  veterans,  and  providers  working  with  the  military  community.  AD  provides 
comprehensive  information  on  18  topic  areas,  including  PTSD,  mild  traumatic  brain  injury, 
alcohol  and  drugs,  health  and  wellness,  and  resilience.  For  each  topic,  AD  contains  videos,  self- 
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directed  workshops  with  interactive  exercises,  and  links  to  relevant  resources.  Users  may  work 
at  their  work  at  their  own  pace  and  access  resources  privately  and  conveniently  anytime;  AD 
can  be  accessed  24  hours  everyday,  which  increases  the  timeliness  of  treatment  since  individuals 
do  not  have  to  wait  for  an  appointment  (Rucek  et  ah,  201 1).  Given  the  stigma  associated  with 
seeking  mental  health  care,  internet  interventions  may  appeal  to  many  service  members  and 
veterans  who  would  not  otherwise  seek  help,  and  AD  it  provides  confidential,  non-stigmatizing 
support 

(Rucek  et  ah,  201 1). 

Although  AD  was  developed  as  a  self-care  resource  for  service  members  and  veterans, 
the  Provider  Portal  has  become  one  of  the  most  visited  areas  of  the  website  (Bush,  Bosmajian, 
Fairall,  McCann  &  Cuilla,  201 1).  Providers  can  improve  upon  their  knowledge  of  PTSD, 
truama,  and  military  culture  as  well  as  access  links  to  continuing  education  materials,  training, 
and  clinical  practice  guidelines  developed  by  the  VA  (Rucek  et  ah,  201 1).  In  this  way,  AD 
functions  as  a  supplement  to  more  traditional  in-person  therapy  by  assisting  the  providers  in 
treating  military  service  members.  According  to  Bush  et  al.  (2011),  AD  intends  to  add  self-care 
resources  for  health  care  providers  to  address  the  problems  of  burnout  and  STS.  However,  the 
site  does  not  appear  to  have  incorporated  these  tools  yet.  Afterdeployment.org  undoubtedly  has 
great  potential  to  help  military  service  members  and  mental  health  care  providers. 

Mental  Health  Provider  Interventions 

More  recently,  the  struggles  of  mental  health  providers  have  been  recognized  both 
outside  and  within  the  context  of  the  military.  The  Accelerated  Recovery  Program  (ARP)  was 
developed  to  address  CF  through  a  systematic  intervention  that  includes  offering  therapy  to  the 
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therapists  experiencing  symptoms.  The  Certified  Compassion  Specialist  Training  builds  off  of 
ARP  and  utilizes  a  “training  as  treatment”  model  to  train  individuals  in  recognizing  and  treating 
CF  among  their  colleagues.  These  mental  health  provider  interventions  are  discussed  in  detail 
below. 

Accelerated  Recovery  Program.  Developed  by  the  Traumatology  Institute  at  Florida 
State  University,  the  Accelerated  Recovery  Program  (ARP)  aims  to  address  the  issue  of 
compassion  fatigue  by  helping  clinicians  to  regain  functioning  in  their  personal  and  professional 
lives  and  to  positively  reinforce  their  future  in  their  profession.  The  ARP  helps  caregivers  to 
resolve  the  symptoms  and  causes  of  compassion  fatigue  as  well  as  develop  a  self-care  plan  to 
promote  resiliency  and  provide  protection  against  future  compassion  fatigue  (Gentry, 
Baranowsky,  &  Dunning,  2007). 

The  ARP  consists  of  a  standardized  treatment  over  five  sessions.  The  goals  of  treatment, 
called  the  four  pathways  to  recovery,  include  skills  acquisition,  self-care,  internal  conflict 
resolution,  and  connection  with  others  (Gentry  et  ah,  2007).  Caregivers  are  asked  to  tell  their 
story,  and  an  inventory  is  taken  of  the  experiences  which  have  cummulated  to  produce  CF. 
Additionally,  caregivers  are  asked  to  recall  specific  situations  which  function  as  triggers  of  their 
CF.  Also,  the  caregiver  is  encouraged  reconnect  with  the  hope  and  empowerment  felt  earlier  in 
their  career.  Relaxation  skills  are  taught  as  well,  including  a  progressive  relaxation  exercise  and  a 
safe-place  visualization  (Gentry  &  Schmidt,  1996). 

In  the  third  session,  the  caregivers  discuss  their  professional  goals,  personal  goals, 
primary  and  secondary  trauma,  silencing  response,  and  trajectory  of  hope.  Vicarious  trauma 
situations  that  trigger  CF  for  the  caregiver  are  reviewed  and  the  caregiver  reviews  self-regulation 
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strategies  for  handling  such  situations  (Gentry  et  ah,  2007).  Eye  Movement  Desensitization 
Reprocessing  therapy  (EMDR)  may  be  used  as  well.  The  caregiver  and  therapist  develop  a  self- 
care  plan.  They  are  asked  to  identify  areas  where  they  need  professional  skill  development  and 
contract  to  take  the  necessary  steps  to  acquire  these  skills.  The  therapist  reads  a  letter  form  “The 
Great  Supervisor”  which  includes  things  that  the  professional  most  needs  and  wants  to  hear  from 
his  or  her  supervisor;  later  the  caregiver  is  asked  to  read  this  letter  aloud  on  videotape. 

Although  promoted  at  a  conference  in  Quebec,  the  Accelerated  Recovery  Program  does 
not  yet  have  empirical  published  results  evaluating  its  efficacy.  It  draws  upon  several  already 
known  treatments,  including  time-limited  trauma  therapy,  thought  field  therapy,  eye-movement 
desensitization  reprocessing  (EMDR),  video-dialogue,  visual/Kinesthetic  dissociation,  and 
hypnotherapy  (Gentry  et  ah,  2007). 

The  accelerated  recovery  program  was  initially  tested  among  a  small  sample  of 
caregivers  (  n  =  10)  who  provided  assistance  to  survivors  of  the  1995  Murrah  Building  bombing 
in  Oklahoma  City;  the  sample  included  chaplains,  psychologists,  and  emergency  services 
personnel.  Gentry  and  Baranowsky  (2002)  found  that  the  ARP  resulted  in  significant  reductions 
in  scores  on  the  compassion  fatigue  and  burnout  subscales  of  the  Compassion 
Satisfaction/Eatigue  Self-Test  (Eigley,  1995)  from  pretest  to  posttest,  and  compassion 
satisfaction  subscale  scores  increased.  In  order  to  determine  the  merit  of  ARP,  empirical  research 
must  determine  its  effectiveness.  Eurthermore,  ARP  consists  of  a  myriad  of  different  treatments, 
and  it  could  be  improved  by  disseminating  the  most  important  elements  and  devoting  more 
energy  to  those  significant  parts. 


44 


Certified  Compassion  Fatigue  Specialist  Training  (CCFST).  In  response  to  the 
accelerated  recovery  program,  the  CCFST  was  developed  in  order  to  provide  comprehensive 
training  to  professionals  to  help  other  caregivers  suffering  from  compassion  fatigue  (Gentry, 
Baggerly,  Baranowsky,  2004).  This  comprehensive  training  program  seeks  to  teach 
professionals  how  to  implement  the  ARP  and  has  the  added  benefit  of  “training-as-treatment” 
effect,  whereby  the  education  and  training  help  caregivers  to  recognize  and  prevent  CF  in 
themselves  (Gentry  et  ah,  2004).  The  participants  received  training  over  the  course  of  two  days, 
were  given  pre-  and  post-tests  of  the  compassion  satisfaction/fatigue  self-test  (CSFST;  Figley, 
1995),  and  demonstrated  reductions  in  CF  and  burnout  as  well  as  increases  in  compassion 
satisfaction  (Gentry  et  ah,  2004).  This  concept  of  “training-as-treatment”  may  have  merit  as  a 
way  to  train  participants  both  to  treat  others  with  compassion  fatigue  as  well  as  provide  treatment 
to  those  participants  who  are  suffering  with  CF  themselves.  In  this  way,  the  CCFST  may  have 
the  added  benefit  reaching  professionals  who  may  otherwise  not  seek  help  themselves.  Because 
this  study  was  not  published  and  has  yet  to  be  replicated,  additional  research  is  necessary  to 
determine  if  CCFST  can  be  deemed  an  effective  treatment  in  itself  and  if  it  provides  the  added 
benefit  of  treating  the  professionals  who  participate.  However,  the  CCFST  program  is 
noteworthy  in  that  it  endorses  and  teaches  clinicians  how  to  implement  the  ARP;  additionally, 
the  CCFST  program  provides  education  and  skills  to  clinicians  to  improve  awareness, 
prevention,  and  treatments  for  CF. 

Military  Health  Provider  Interventions 

The  Army  initiated  its  Provider  Resiliency  Training  (PRT)  program  to  combat  burnout 
and  compassion  fatigue  among  health  care  providers  in  the  military.  Additionally,  one  Army 
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hospital  developed  its  “Care  for  the  Caregivers”  program  which  provides  a  respite  room  for  its 
staff.  These  interventions  are  outlined  below. 

Care  for  the  Caregivers.  Brooke  Army  Medical  Center  at  Fort  Sam  Houston,  Texas  has 
launched  their  “Care  for  the  Caregivers”  program  in  an  effort  to  address  the  related  problems  of 
secondary  traumatic  stress  and  burnout.  The  program  combines  prevention  training  and 
treatment,  including  seminars  and  stress -management  techniques  (Wilson,  2008).  Furthermore, 
the  facility  has  built  a  relaxation  room  at  the  hospital  to  demonstrate  their  appreciation  and 
caring  for  the  caregivers  at  Brooke  hospital.  This  respite  room  provides  a  place  caregivers  can 
temporarily  escape  the  stresses  of  work.  It  is  furnished  with  comfortable  chairs,  soothing  music 
played  through  high  quality  sound-system,  and  dim  lighting  to  promote  relaxation  (Wilson). 
While  the  respite  room  and  training  may  provide  some  benefit  to  the  employees  at  Brooke 
Hospital,  there  has  yet  to  be  any  assessment  of  how  the  program  is  going  or  empirical  data 
measuring  the  program’s  effectiveness. 

Army  Provider  Resiliency  Training.  Launched  in  July,  2008,  the  Army  Provider 
Resiliency  Training  (PRT)  initiative  intends  to  address  the  issues  of  CF  and  burnout  among 
Army  Medical  Department  mental  health  providers  (Boone,  Camarillo,  Landry  &  DeLucia, 
2008).  The  Army  PRT  program  consists  of  three  phases.  In  the  first  phase,  providers  are  given 
the  Professional  Quality  of  Life  Inventory  (ProQoL)  and  given  immediate  feedback  on  his  or  her 
current  levels  of  compassion  satisfaction,  compassion  fatigue,  and  burnout.  Also  in  the  first 
phase,  providers  watch  a  “brief,  but  extremely  important,  PRT  video  which  sets  the  stage  for 
one’s  ongoing  self-care  response  to  the  inevitable  challenges  to  well-being  brought  on  by 
difficult  work”  (Boone  et  ah,  p.  59). 
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Phase  two  involves  education  about  the  signs  of  compassion  fatigue  (which  is  called 
“provider  fatigue”)  as  well  as  strategies  to  enhance  compassion  satisfaction  (called  “provider 
resiliency”).  These  terms  were  determined  to  be  more  in  tune  with  military  terminology.  Also  in 
phase  two,  the  health  care  provider  discusses  the  meaning  of  the  ProQOL  results  and  outlines 
their  personal  self-care  plan. 

The  last  phase  involves  a  ProQOL  reassessment  and  making  any  adjustments  to  the  self- 
care  plan.  Throughout  the  program,  PRT  trainers  should  be  easily  accessible  and  available  to 
address  providers’  questions  or  concerns  related  to  provider  fatigue,  burnout,  or  the  self-care 
plan  (Boone  et  ah,  2008).  Recognition  of  military  healthcare  providers’  need  for  such  services  to 
address  the  problems  of  compassion  fatigue,  burnout,  and  overall  quality  of  life  is  a  significant 
first  step.  However,  to  date,  there  does  not  seem  to  be  any  ongoing  assessment  or  evaluation  of 
the  program  and  its  effectiveness.  In  order  to  improve  and  build  upon  the  Army  PRT  program, 
empirical  research  and  formal  evaluation  techniques  are  needed.  To  ensure  the  Provider 
Resiliency  Training  provides  the  help  it  intends,  ongoing  formal  evaluation  will  be  necessary  to 
recalibrate  its  efforts  and  improve  upon  the  program’s  effectiveness. 

Program  Evaluation 

Program  evaluators  are  an  essential  component  to  any  project  team.  Their  assistance  can 
assure  that  the  milestones  of  a  program  and  its  ultimate  goals  are  being  met.  Program 
evaluations  ensure  that  the  concerns  and  wishes  of  the  interested  and  affected  parties  (i.e., 
stakeholders)  are  addressed  using  the  best  possible  application  processes  and  methodology 
(Morris,  2010).  This  is  done  through  careful  evaluation  of  the  literature  that  pertains  to  the 
program  or  project,  and  then  correctly  applying  this  to  the  program  that  is  being  evaluated  in 
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terms  of  the  assessment  of  needs,  the  processes  used  to  address  these  needs,  the  outcome  of  the 
application  of  these  processes,  the  impact  and  outcome  for  the  stakeholders,  and  in  determining 
the  fiscal  requirements  and  plausibility  of  supporting  the  program  financially.  These 
responsibilities  must  be  carried  out  with  the  utmost  ethical  standards  in  order  to  ensure  the 
proper  treatment  of  stakeholders  and  to  offer  meaningful  contributions  to  the  project  (Taut  & 
Brauns,  2003;  Stake  &  Mabry,  1998;  Morris,  2010). 

Need  for  Program  Evaluation 

Program  evaluators  may  not  always  be  viewed  as  important  and  could  also  sometimes  be 
feared.  It  is  easy  to  understand  that  people  may  become  so  focused  on  their  program  and  their 
goals  that  they  never  actually  stop  to  see  if  they  are  accomplishing  what  they  set  out  to 
accomplish.  It  has  been  documented  that  program  staff  are  usually  the  ones  who  put  forth  the 
most  resistance  to  evaluators  starting  with  those  who  have  the  most  commitment  to  the  project. 
This  resistance  is  said  to  be  due  to  the  reactance  of  the  program  staff  and  power  struggles  when 
trying  to  take  into  account  the  needs  of  all  stakeholders  (Taut  &  Brauns,  2003). 

Program  evaluations  can  be  a  great  tool  for  anyone  wishing  to  start  a  new  program  or 
determine  the  effectiveness  of  an  existing  program;  they  are  the  check  and  balance  system. 
Assuring  that  everyone  that  has  a  stake  in  the  project  is  accounted  for  and  addressed  and  that  all 
objectives  are  being  met  with  the  best  possible  instruments  and  methods  used.  Evaluators  have 
no  vested  interest  in  the  project  and  therefore  may  be  able  to  be  more  objective.  Evaluators 
should  be  viewed  as  less  of  a  threat  and  rather  as  essential  piece  to  any  program  development 
team. 

Stakeholders 
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Stakeholder  participation  in  the  process  of  implementing  a  new  program  or  in 
intervention  method  is  a  critical  aspect  and  should  be  considered  by  any  evaluator  or  program 
team  (Morris,  2010;  Taut  &  Brauns,  2003;  Van  Vorhees  et.  ah,  2007).  As  with  any  team  effort 
or  project,  conflicting  ideas  and  hopeful  outcomes  may  arise.  Resistance  may  also  be 
encountered  throughout  the  evaluation  process  (Greene,  1988;  Taut  &  Brauns,  2003),  this  is 
sometimes  due  to  previous  negative  experiences  in  utilizing  program  evaluations  and  several 
different  human  aspects  (e.g.  conflicting  power  relations,  conflicts  of  interest,  and  competition). 
Resistance  may  results  in  lack  of  utilization  of  the  evaluation  and  it  suggestions  (Greene,  1988; 
Taut  &  Brauns,  2003).  Greene  (1988),  maintains  that  stakeholder  participation  and  utilization  is 
one  of  the  most  important  considerations  for  program  developers  and  evaluators  in  order  to 
maintain  helpful  evaluation  practices  and  to  ensure  long  term  success  of  the  project  (Greene, 
1988).  Resistance  can  and  should  be  overcome  in  the  interest  of  the  project  outcome  and  in  order 
to  maintain  sound  practice.  To  ensure  these  two  ideas,  it  is  important  to  identify  and  entertain  all 
stakeholder  interests  (Greene,  1988,Taut  &  Brauns,  2003).  This  practice  allows  for  more 
powerful  program  outcomes. 

Needs  Assessment 

Process  evaluation 

Process  evaluation  aims  to  determine  the  extent  to  which  the  intervention  is  being 
delivered  and  implemented  according  to  plan.  During  the  development  and  implementation 
stages  of  the  program,  process  evaluators  use  systematic  measurement  to  assess  how  well  the 
program  is  meeting  its  specified  goals,  the  extent  to  which  the  program  is  reaching  the  intended 
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target  group,  and  how  satisfied  participants  are  with  the  program.  Steckler  and  Linnan  (2002) 
specified  seven  components  to  be  measured  and  evaluated  in  process  evaluations  of  public  health 
interventions,  including  context,  reach,  recruitment,  dose  delivered,  dose  received,  fidelity  to 
treatment,  and  implementation.  Context  refers  to  aspects  of  the  larger  social,  political,  and 
economic  environment  that  may  influence  implementation  of  the  intervention  (Steckler  & 
Linnan,  2002).  Reach  refers  to  the  proportion  of  the  target  population  that  participates  in  the 
intervention.  Relatedly,  recruitment  refers  to  procedures  used  to  attract  participants,  and  it  can 
occur  at  the  individual  and  organizational  level.  Dose  delivered  means  the  amount  of  intended 
units  of  the  intervention  provided  to  participants,  whereas  the  dose  received  refers  to  the  amount 
of  units  of  the  intervention  participants  were  actually  exposed  to.  Said  differently,  the  dose 
received  represents  the  extent  to  which  participants  actively  engage  in  the  intervention  and 
interact  with  the  delivered  intervention  components.  Fidelity  means  the  extent  to  which  the 
intervention  was  delivered  as  intended,  and  represents  a  measure  of  quality  and  integrity  of  the 
intervention  as  planned  by  its  developers  (Steckler  &  Linnan,  2002).  Finally,  the  implementation 
of  the  intervention  reflects  the  extent  to  which  the  intervention  has  been  applied  and  received  by 
the  target  population. 

Using  the  framework  developed  by  Steckler  and  Linnan  (2002),  a  review  of  process 
evaluations  for  workplace  stress  management  interventions  found  that  most  commonly  described 
components  of  program  evaluation  are  recruitment,  reach,  dose  received,  and  participants’ 
attitudes  toward  the  interventions  (Murta,  Sanderseon,  &  Oldenburg,  2007).  Based  on  their 
findings,  Murta  et  ah,  (2007)  recommend  obtaining  support  and  involvement  from  managers  and 
supervisors,  for  this  factor  was  found  to  be  related  to  better  implementation  of  the  stress 
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management  intervention  and  increased  likelihood  of  achieving  the  outcomes  of  interest. 
Additionally,  Murta  et  ah,  suggest  delivering  a  larger  “dose”  of  the  intervention  at  a  time, 
promoting  a  warm  and  safe  climate  for  those  participating  in  the  intervention,  and  frequently 
monitoring  participants’  attitudes  toward  the  intervention  and  its  effects.  Van  Voorhees  et  al. 
(2007)  used  similar  process  evaluation  methodology  in  the  development  of  an  intervention 
program  that  utilized  both  primary  care  and  internet  components  to  to  prevent  and  treat 
depression  in  young  adults. 

South,  Darby,  and  Bagnall  (2010)  used  quantitative  and  qualitative  research  methods  in 
their  process  evaluation  of  a  community-based  self-care  training  program.  Qualitative  methods, 
such  as  interviews  and  focus  groups,  can  supplement  quantitative  outcome  measures  and  lead  to 
deeper  understanding  of  the  processes  and  contextual  factors  influencing  outcomes.  In  assessing 
whether  implementation  is  successful,  reach  and  access  are  key  components  to  consider,  as  well 
as  the  acceptability  and  appropriateness  of  the  intervention  with  different  stakeholder  groups 
(South  et  ah,  2010). 

Outcome  evaluation 

Outcome  evaluation  involves  use  of  statistical  methods  to  determine  treatment 
effectiveness  on  the  target  group.  Quantitative  outcome  measures  taken  at  different  times  before 
and  after  the  intervention  allows  researchers  to  assess  the  extent  to  which  the  stakeholders 
change  over  time,  presumably  as  a  result  of  the  intervention.  In  outcome  evaluation,  it  is 
important  to  consider  the  design  of  the  study,  including  design  features  such  as  including  a 
control  group  for  comparison,  random  assignment,  pre  and  post-tests,  and  adequate  sample  size. 
Attrition  is  a  common  problem  with  online  interventions,  so  it  is  crucial  to  anticipate  attrition 


51 


when  determining  sample  size  and  to  maintain  frequent  contact  with  participants  to  keep  them 
engaged  (Chiu  &  Eysenback,  2010). 

Outcome  measures  assess  whether  target  goals  have  been  achieved.  Measures  of  STS, 
CF,  and  burnout  for  the  SupportNet  intervention  are  discussed  in  the  section  on  measurement. 

Impact  evaluation 

Impact  evaluation  examines  both  the  intended  and  unintentional  changes  that  can  be 
attributed  to  the  program  or  intervention.  In  addition  to  assessing  the  extent  to  which  the 
intervention  is  responsible  for  the  observed  changes  in  the  target  group,  impact  evaluations  also 
examine  secondary  and  tertiary  groups  who  are  affected  indirectly  by  the  intervention.  For 
example,  secondary  stakeholders  affected  by  the  SupportNet  intervention  would  include  the 
clients  of  the  primary  caregivers  who  participate.  Also,  the  friends,  family,  and  coworkers  of  the 
participants  warrant  consideration  as  well. 

Qualitative  Methods 

Although  the  majority  of  empirical  published  research  in  psychological  science  currently 
is  based  on  quantitative  research  methods  and  statistical  analyses,  there  is  a  growing  appreciation 
for  the  contributions  of  qualitative  research  methods  (citation  here).  Whereas  quantitative 
research  aims  to  describe  a  target  population  of  interest,  qualitative  research  focuses  on 
accurately  portraying  detailed  descriptions  of  selected  individuals’  experiences.  Participants  are 
selected  purposefully,  and  qualitative  data  can  be  gathered  through  interviews  and  observations, 
among  other  methods  (Polkinghorne,  2005).  Although  in-depth  individual  accounts  may  not  be 
generalizable  to  a  larger  group  of  people,  qualitative  research  yields  in-depth  information  and 
produces  a  clear  picture  of  a  particular  person’s  experience.  Combining  quantitative  and 
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qualitative  methods  can  create  an  informed,  well-rounded  analysis;  detailed  accounts  from  key 
informants  can  provide  insight  that  drive  broader  quantified  hypotheses  about  the  population  of 
interest.  Furthermore,  detailed  anecdotal  evidence  from  interviews  with  participants  can  further 
support  (or  contradict)  the  results  found  by  traditional  quantitative  research  methods. 

In  the  process  evaluation  of  the  SupportNet  project,  semi-structured  interviews  and  open- 
ended  questions  may  be  utilized.  The  semi-structured  interviews  will  contain  a  protocol  of  open- 
ended  questions  to  enable  comparison  across  cases,  yet  interviewers  will  maintain  a  degree  of 
flexibility  to  probe  further  particular  areas  that  emerge  in  participants’  stories  to  obtain  more  in- 
depth  data  (Hill,  Knox,  Thompson,  Williams,  Hess  &  Ladany,  2005).  Interviews  will  be 
conducted  face-to-face  when  possible  but  phone  interviews  may  also  be  utilized.  Face-to-face 
interviews  have  the  advantage  of  providing  rich  nonverbal  information  in  addition  to  verbal 
responses  to  questions;  however,  some  interviewees  may  feel  more  comfortable  or  agreeable  to 
talking  over  the  phone  (Knox  &  Burkhard,  2009). 

Evaluation  of  Interventions  for  Caregivers 

There  are  few  empirical  studies  that  evaluate  interventions  related  to  burnout,  compassion 
fatigue  and  secondary  traumatic  stress  for  all  job  types,  and  none  have  been  found  to  date  that 
evaluate  these  types  of  programs  within  the  military.  The  intervention  programs  described 
previously  have  limited  empirical  support  and  evaluations  of  these  programs  seem  to  be 
nonexistent. 

There  is  a  striking  lack  of  evaluation  of  military  mental  health  interventions,  and  virtually 
no  evaluations  of  interventions  aimed  at  reducing  caregiver  CF  and  burnout.  One  evaluation  has 
focused  on  meditation  and  mindfulness  practices  as  a  means  of  support  for  military  care 
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providers  (Duerr,  2008).  Another  intervention  aimed  to  treat  military  personnel  struggling  with 
alcoholism  (Pemberton  et.  al,  201 1).  The  lack  of  evaluations  in  military  care  settings  requires 
urgent  attention.  Evaluation  can  accelerate  the  development  and  improvement  of  programs  in 
order  to  provide  service  members  and  their  caregivers  with  the  support  they  deserve,  which  is 
empirically-based  support  that  has  proven  successful  outcomes. 

Meditation  and  Mindfulness  Practices.  Integrating  results  from  45  selected  articles, 
mindfulness  and  meditation  practices  by  care  providers  has  empirically  shown  significant 
benefits  in  four  main  areas:  reduction  in  anxiety  and  depression,  reduction  in  other  burnout 
symptoms,  increases  in  compassion  and  self-compassion,  and  impact  on  professional  skills 
(Duerr,  2008).  The  evaluation  of  the  studies  that  resulted  in  diminished  burnout  symptoms  and 
higher  levels  of  compassion  for  others,  self-compassion,  and  empathy  may  be  of  particular 
relevance  to  development  of  the  SupportNet  program.  While  Duerr  (2008)  provides  a  strong  case 
for  the  benefits  of  mindfulness  and  meditation  practices  in  general,  it  is  critical  to  note  that  the 
studies  included  in  her  research  did  not  focus  on  psychologists  treating  military  clients. 

The  evaluation  notes  five  elements  that  contribute  to  the  prevention  and  treatment  of 
burnout  and  compassion  fatigue,  including  compassion  and  self-compassion,  resilience,  self- 
awareness,  meta-cognition  and  attention,  and  meaning  (Duerr,  2008).  Self-awareness  includes 
self-care.  These  elements  also  coincide  with  the  theory  of  improving  one’s  coping  self-efficacy. 
In  considering  how  to  implement  mindfulness  and  meditation  based  practices  as  an  intervention 
to  military  caregivers,  Duerr  concludes  that  a  support  system  is  of  the  utmost  importance  in 
helping  military  providers  and  functions  to  optimize  the  positive  effects  of  any  intervention. 
Program  Evaluation  of  Internet  Interventions 
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A  recent  meta- analysis  compared  internet  interventions  that  promote  health  behavior 
change  across  three  characteristics:  theoretical  basis  for  intervention,  behavior  change  techniques 
used,  and  mode  of  delivery  (Webb,  Joseph,  &  Yardley,  2010).  The  meta-analysis  demonstrated 
that  the  more  extensive  use  of  theory  was  associated  with  significantly  larger  effect  sizes 
compared  to  those  that  made  less  extensive  or  no  use  of  theory.  Specifically,  interventions  that 
used  theory  or  predictors  to  select  recipients  for  the  intervention  tended  to  have  the  largest 
effects  on  behavior  compared  with  most  other  uses  of  theory  (Webb  et  ah).  Among  the  health 
behavior  interventions  included  in  the  analysis,  the  most  commonly  used  behavior  change 
techniques  included  providing  information  on  the  consequences  of  behavior  in  general, 
prompting  self-monitoring  of  behavior  and  identifying  barriers  and/or  problem-solving. 

Although  used  in  fewer  interventions  included  in  this  analysis,  stress  management  or  general 
communication  skills  training  had  the  largest  effect  sizes  of  d=  .50  and  d  =  .49,  respectively 
(Webb  et  ah,  2010).  Additional  behavior  techniques  also  demonstrated  significant  effect  sizes 
that  exceeded  d  =  .20,  including  modeling,  relapse  preventing/coping  planning,  facilitating 
social  comparison,  goal  setting,  action  planning,  and  providing  feedback  on  performance  (Webb 
et  ah).  Regarding  the  mode  of  delivery  for  the  interventions,  Webb  and  colleagues  found  that 
internet-based  interventions  that  also  utilized  text  messages  had  especially  large  effects  on 
behavior  (d=  .81);  also,  interventions  that  also  used  the  telephone  as  an  additional  mode  of 
delivery  had  small-to-medium  effects  (d  =  .35;  Webb  et  ah). 

Although  internet  interventions  continue  to  increase  ,  the  guidelines  for  research  and 
evaluating  effectiveness  of  such  interventions  have  lagged  behind  (Proudfoot  et  ah,  201 1).  This 
rapidly  expanding  sphere  of  influence  necessitates  guidelines  for  evidence-based  research  and 
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evaluation  methods  in  order  to  advance  as  a  science.  To  address  this  need,  Proudfoot  and 
colleagues  developed  a  set  of  guidelines  for  the  process  and  reporting  of  internet  interventions 
research;  these  guidelines  were  formulated  by  iterative  discussion  resulting  in  consensus  by  the 
professional  authors  of  the  article  with  the  intention  of  to  serve  as  a  basis  for  regulations  to 
follow.  Guidelines  specific  to  program  evaluation  within  this  domain  involve  the  areas  of 
efficacy,  efficiency,  and  effectiveness.  Additional  facets  relevant  to  the  evaluation  of  the 
SupportNet  intervention  will  also  be  discussed  including  target  population,  model  of  change, 
type  and  dose  of  intervention,  program  interactivity,  multimedia  channel  of  delivery,  and  degree 
of  synchronicity. 

Efficacy.  In  terms  of  efficacy  of  the  intervention,  it  is  necessary  to  include  the 
psychometric  properties  of  the  measures  utilized,  outline  the  data  collection  procedures  and  the 
schedule  of  measurements  implemented,  describe  the  type  of  data  analyses  conducted,  and  report 
the  study’s  findings  and  conclusions  drawn.  Regarding  the  participants  in  the  sample,  the 
characteristics  of  the  sample  need  to  be  provided,  comparison  groups  defined,  and  details  of 
sample  attrition  at  each  measurement  time  and  details  of  participants’  adherence  or  non¬ 
adherence  should  be  provided  when  relevant  (Proudfoot  et  ah,  201 1).  Process  measures,  such  as 
usage,  traffic,  and  attrition  provide  key  information  for  analyzing  user  behavior,  delivery 
mechanisms,  systematic  attrition,  and  outcomes  (Christensen,  Griffiths,  &  Farrer,  2009). 

Effectiveness.  In  assessing  effectiveness,  researchers  should  report  routine  outcome 
measurements,  participants’  adherence  to  the  intervention,  and  information  about  the 
generalizability  of  intervention’s  effectiveness  in  a  real  world  context  (Proudfoot  et  ah,  2011). 
Indices  of  an  intervention’s  effectiveness  include  improvements  in  users’  symptoms,  behavior, 
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functioning  and  quality  of  life  (Proudfoot).  The  SupportNet  project  will  measure  burnout,  STS, 
CF,  CS,  perceived  social  support,  and  quality  of  life  using  some  of  the  measures  discussed  later 
in  this  review.  In  addition  to  these  quantitative  measures  of  effectiveness,  qualitative  methods 
may  be  necessary  to  enrich  the  information  provided  by  the  quantitative  analyses.  Proudfoot  et 
al.  urge  researchers  to  recognize  additional  complexities  including  participant  preferences, 
selection  biases,  differential  dropout  rates,  and  the  appropriate  use  of  quantitative  and  qualitative 
methods. 

Efficiency.  One  reason  internet  interventions  have  grown  so  rapidly  is  their  relatively 
low  cost  to  develop  and  disseminate.  In  considering  the  cost-to-benefit  ratio,  internet 
interventions  have  the  potential  to  benefit  a  large  sample  of  individuals  at  a  relatively  low  cost. 
Having  professional  support  who  respond  to  participant  inquiries  or  provide  live  chat  support 
would  add  to  the  cost  of  an  intervention,  but  it  increases  the  synchronicity  and  interactivity 
components  discussed  below. 

Target  population.  The  target  population  should  be  defined  in  terms  of  demographic 
factors,  symptoms  or  problem  area,  psychological  indices  (e.g.  self-efficacy,  motivation,  and 
locus  of  control),  and  technological  considerations  (e.g.  computer  ability)  (Proudfoot  et  al., 

201 1).  For  the  SupportNet  project,  key  demographic  factors  would  include  age,  gender, 
education  level,  years  experience  in  the  field,  trauma  training,  and  personal  experience  with 
trauma.  The  symptoms  or  problem  area  include  burnout,  STS  and  CF  as  defined  previously. 

Another  related  facet  is  the  audience  reach,  which  refers  to  the  accessibility  of  the 
intervention;  the  way  by  which  participants  access  the  intervention  must  be  clearly  defined  as 
well  as  eligibility  and  exclusion  criteria  (Proudfoot  et  al.,  2011).  An  additional  consideration  for 
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internet  interventions  is  readiness  for  mass  dissemination,  including  information  about  the 
capacity  for  the  program  to  be  released  on  a  larger  scale  and  reach  a  wider  audience  (Proudfoot 
et  ah,  2011). 

Model  of  change.  The  specific  process  variables  for  therapeutic  change  will  depend  on 
the  theoretical  basis  for  a  given  intervention.  The  SupportNet  intervention  intends  to  utilize 
social  cognitive  theory  as  a  framework  for  providing  benefits  to  primary  caregivers  within  the 
military.  As  outlined  in  its  proposal,  the  SupportNet  project  aims  to  promote  therapist 
empowerment  and  resilience  by  improving  environmental  support,  self-efficacy  in  coping,  and 
specific  coping  skills  (SupportNet  proposal). 

Type  and  dose  of  intervention.  Proudfoot  et  al.  (201 1)  recommend  that  the  type  and 
frequency  of  the  intervention  be  clearly  stated  (the  prescribed  and  actual  frequency  of  use  of  the 
site  and  the  modules  within  it),  whether  users  can  track  their  progress  and  receive  feedback,  and 
whether  the  intervention  is  adjusted  to  meet  individual  needs.  In  addition,  it  should  be  made 
clear  whether  the  measures  used  in  the  intervention  have  been  validated  for  online 
administration. 

Program  interactivity.  Interactivity  in  an  online  intervention  includes  providing 
feedback  and  tailoring  content  to  individual  users,  active  participation  as  opposed  to  passive  user 
behavior,  increased  user  control  and  involvement  in  decision  making,  and  real-time 
responsiveness  (synchronicity);  theoretically,  higher  levels  of  interactivity  should  improve 
learning,  motivation  and  adherence  which  enhances  the  impact  of  the  intervention  (Walther, 
Pingree,  Hawkins,  &  Buller,  2005).  Some  examples  of  interactive  elements  include  interactive 
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exercises,  self-monitoring  data,  tailored  feedback,  discussion  groups  or  chat  rooms,  questions 
and  answers,  action  planning,  and  questionnaires  or  quizzes  (Proudfoot  et  ah,  2011). 

Delivery  modality.  Various  multimedia  channels  may  be  utilized  in  delivery  of  internet 
interventions  to  enhance  user  engagement,  and  the  channels  of  delivery  chosen  should 
correspond  to  the  target  users’  characteristics,  computer  literacy,  motivation  and  learning  style, 
as  well  as  treatment  readiness  (Proudfoot  et  ah,  201 1).  Several  channels  of  delivery  include 
audio,  video,  email  correspondence  and  support,  live  chat,  texts,  mobile  phone  applications,  3-D 
virtual  reality  environments,  and  chat  rooms  or  discussion  groups. 

Synchronicity.  The  degree  of  synchronicity  refers  to  the  timing  and  responsiveness  in 
communication,  feedback  and  support  from  professional  clinicians,  other  users,  or  from  the 
program  itself  (Proudfoot  et  ah,  201 1).  Synchronous  communication  is  immediate,  such  as  real¬ 
time  chat  via  Skype  or  some  similar  programs.  Asynchronous  communication  is  delayed,  such 
as  email  responses  and  blogs  or  forums.  In  planning  an  internet  intervention,  it  is  important  to 
clearly  report  the  synchronicity  of  support  and  feedback  to  the  users  and  analysis. 

Adherence.  Dropout  is  of  particular  concern  for  web-based  intervention  research,  for 
attrition  can  undermine  the  statistical  power  of  the  the  results  and  the  generalizability  of  the 
study.  Adherence  measures  the  extent  to  which  participants  follow  the  intervention  as  intended. 
Ways  to  increase  adherence  and  reduce  attrition  include  sending  reminders  to  participants  and 
improving  upon  the  interactivity  of  the  program  (discussed  previously).  In  a  study  of  a  self- 
guided  CBT  e-therapy  for  depression,  Christensen,  Griffiths,  Korten,  Brittcliffe,  &  Groves 
(2004)  found  that  weekly  tracking  and  reminders  reduced  attrition.  Quantitative  measures  of 
adherence  include  number  of  logins,  completed  modules  or  activities,  visits  and  posts  to  forums. 
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and  self-reported  completion  of  activities  in  daily  life  away  from  the  program  (Donkin,  et  al., 
2011).  In  their  review  of  e-therapies,  Donkin  et  al.,  concluded  that  module  completion  was  most 
consistently  related  to  outcomes  in  psychological  health  interventions,  and  number  of  logins  was 
most  related  to  outcomes  in  physical  health  interventions.  Tracking  participant  usage  of  the  site 
is  a  crucial  component  in  the  development  and  ongoing  process  evaluation  of  web-based 
interventions. 

Process  Evaluations  of  Internet  Interventions.  In  a  recent  process  evaluation  of  a  web- 
based  intervention  designed  to  empower  disability  benefit  claimants,  the  reach  and  compliance 
were  measured  in  the  following  ways.  Reach  was  determined  by  registering  the  number  of 
invitations  sent  and  the  number  and  characteristics  of  non-participants  and  reasons  for  not 
participating  (if  provided).  Additionally,  nationwide  representative  data  were  collected  as 
indicators  of  population  to  determine  the  representativeness  of  the  sample.  Compliance  was 
defined  as  the  extent  to  which  the  intervention  was  used,  and  user  authentication  was  used  to 
register  activity  for  each  participant  (Samoocha,  et  al.,  2011).  Weblogs  included  the  participant’s 
ID  number,  page  visitied,  time  stamp  for  start  and  end  times,  and  the  session  number  (Samoocha, 
et  al.,  2011).  The  weblog  data  were  used  to  calculate  each  participant’s  total  time  the  intervention 
was  used,  number  of  unique  page  views,  total  number  of  sessions,  number  of  clicks,  time  spent 
on  each  module,  and  the  most  used  components  of  the  intervention  (using  number  of  unique 
visitors  and  total  time  on  page),  and  the  amount  of  posts  and  post  views  (Samoocha,  et  al.,  201 1). 
Additionally,  an  online  questionnaire  was  sent  to  participant’s  six  weeks  after  the  disability 
assessment  and  asked  about  usage  barriers,  perceived  effectiveness,  program  appreciation,  and 
suggestions  for  improvement  (Samoocha  et  al.,  201 1). 
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In  the  development  and  pilot  evaluation  of  MOMNET,  a  cognitive-behavioral 
intervention  for  maternal  depression,  researchers  utilized  by  both  objective  computer-generated 
indicants  and  self-reports  by  participants  and  coaches  to  measure  engagement,  satisfaction,  and 
ease  of  use  (Sheeber  et  ah,  2012).  An  online  infrastructure  provided  coaches  and  supervisors 
with  tools  for  monitoring  client  participation  and  clinical  progress  (program  utilization, 
homework  completion,  mood/activity  ratings,  content  mastery,  and  biweekly  depression  ratings) 
and  tailoring  the  content  of  coach  calls  based  on  the  information  provided  (Sheeber  et  ah,  2012) 
Immediate  feedback  was  provided  by  the  computer  program  and  by  the  coaches;  another 
structural  feature  was  use  of  varied  multimedia  materials  and  interactive  elements  to  maintain 
participant  interest.  Knowledge  acquisition  was  examined  at  the  completion  of  each  session  with 
the  goal  being  to  obtain  mastery  (>  80%  correct  responses)  before  user  proceeded  to  the  next 
module.  The  program  identified  incorrect  responses,  reviewed  related  content  and  retested  the 
material  as  needed. 

Program  Evaluation  within  the  Military 

There  is  a  paucity  of  empirical  research  related  to  military  mental  health  interventions, 
and  none  of  the  military  interventions  previously  discussed  have  been  formally  evaluated.  In 
order  to  effectively  prevent  and  treat  mental  health  problems  within  the  military,  empirical 
research  and  evaluation  is  currently  needed.  Two  internet  interventions  aimed  at  reducing 
alcohol  problems  within  the  military  are  discussed  as  well  as  a  CBT  self-help  site  to  enhance 
self-care  and  adaptive  coping.  More  recently,  an  internet  intervention  aimed  at  promoting 
resilience  among  soldiers  has  been  implemented  and  evaluated. 
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Comprehensive  Soldier  Fitness  Program.  In  effort  to  promote  resilience  and 
psychological  health  among  soldiers,  the  U.S.  Army  initiated  the  Comprehensive  Soldier  Fitness 
Program  (CSF;  Cornum,  Matthews  &  Seligman,  2011).  In  the  context  of  psychological  health, 
resilience  refers  to  the  ability  to  effectively  cope  during  and  after  stressful  or  potentially 
traumatizing  events.  The  theory  behind  the  program  is  that  developing  resilience  is  a  process  that 
can  be  learned  (Lester,  Harms,  Herian  Krasikova,  &  Beal,  2011).  Through  skills  training,  the 
CSF  program  seeks  to  enhance  resilience  in  five  health  areas:  physical,  emotional,  social,  family, 
and  spiritual  (Lester,  et  al.  2011).  The  program  aims  to  increase  physical  performance  and 
psychological  strength  as  well  as  “reduce  the  incidence  of  maladaptive  responses”  (Cornum, 
Matthews  &  Seligman,  2011,  p.4).  The  program’s  primary  mechanism  of  change  is  through 
teaching  meta-cognitive  skills  (Lester  et  al.,  2011).  This  proactive  approach  to  strengthening 
soldiers’  resilience  fits  the  military  culture  better  than  seeking  out  traditional  mental  health 
treatment,  which  is  still  often  viewed  as  a  sign  of  weakness.  In  fact,  the  program  distinguishes 
itself  from  the  Army  Medical  Department  intentionally  to  avoid  the  stigma  associated  with 
behavioral  health  care  (Lester  et  al.,  2011). 

Resilience  training  is  now  mandatory  component  of  every  Army  leader  development 
school.  This  CSF  program  includes  an  online  assessment  of  soldier’s  Resilience/Psychological 
Health  (R/PH),  individualized  learning  modules,  formal  resilience  training,  and  the  training  of 
Army  master  resilience  trainers  (MRTs).  The  Master  Resilience  Training  program  is  an  integral 
component  of  the  CSF  program.  Within  each  unit,  a  Master  Resilience  Trainer  (MRT)  receives 
formal  training  and  then  teaches  these  skills  to  their  peers  and  subordinates.  Training  teaches  the 
MRTs  self-awareness,  self-regulation,  optimism,  mental  agility,  strengths  of  character,  and 
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connection  (Lester  et  al.,  2011).  The  training  is  “designed  to  develop  Soldiers’  ability  to 
understand  the  thoughts,  emotions,  and  behaviors  of  themselves  and  others,  help  soldiers  identify 
their  strengths  and  the  strengths  in  others  by  responding  constructively  to  positive  experiences, 
praising  others,  and  by  discussing  problems  effectively”  (Lester  et  ah,  201 1,  p.  9). 

Lester  and  colleagues  (201 1)  evaluated  the  effectiveness  of  the  MRT  program  by 
comparing  soldiers  who  participated  in  the  program  who  those  who  were  not  exposed  to  training 
on  their  levels  of  R/PH.  Using  the  CSF  program’s  online  self-report  measure  of  R/PH,  the  GAT, 
as  an  outcome  measure,  the  evaluators  measured  the  participating  soldiers’  R/PH  scores  before 
and  after  participation  (15  months  from  Time  1).  Using  a  control  group,  the  evaluators  concluded 
that  the  MRT  program  improved  soldiers’  R/PH  scores  in  a  systematic  way;  there  were  no 
significant  differences  on  Family  or  Spiritual  Fitness,  but  soldiers  exposed  to  the  MRT  program 
had  significantly  higher  scores  on  Emotional  and  Social  Fitness  (Lester  et  ah,  201 1). 
Additionally,  the  researchers  found  that  those  in  the  treatment  condition  improved  on  Emotional 
Eitness,  good  coping,  and  friendship  while  the  control  condition  did  not  demonstrate  significant 
change  over  time.  The  presence  of  MRTs  embedded  within  units  resulted  in  increases  in 
Soldiers’  R/PH  scores  (Lester  et  ah,  2011). 

Web-Based  Military  Alcohol  Abuse  Intervention.  Two  web-based  interventions 
aimed  at  curbing  alcohol  abuse  and  dependency  (i.e.  Alcohol  Savvy  and  Drinkers  Check-Up) 
were  evaluated  by  Pemberton,  et  al.  (201 1)  and  found  to  be  effective  in  attaining  their  program 
outcome  goals  of  reducing  alcohol  intake.  Both  of  these  programs  were  originally  designed  to 
help  civilians  struggling  with  alcohol  problems,  but  they  were  later  adopted  by  the  military.  The 
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Program  for  Alcohol  Training,  Research,  and  Online  Learning  (PATROL)  was  created  in  order 
to  evaluate  web-based  interventions  in  the  military  (Pemberton,  et  al.,  p.  481). 

To  evaluate  these  programs  the  PATROL  team  recruited  participants  from  almost  all 
branches  of  the  military  (e.g.  Army,  Navy,  Air  Force,  Marine  Corps)  through  recruitment  tables, 
fliers,  posters  and  in  some  cases,  television  advertisements  and  ended  up  with  4,281  total  service 
members  registering  for  the  study,  3,889  of  which  completed  the  baseline  measure,  1,369  of 
those  service  members  came  to  the  one  month  follow  up,  down  to  only  913  at  the  six  month 
follow  up  (Pemberton  et  ah,  p.  481).  The  evaluators  attribute  this  high  attrition  rate  to  frequent 
deployments  possible  view  of  lack  of  incentive  to  participate  in  follow  ups. 

Even  give  their  large  sample  and  attempt  to  include  all  military  branches,  their  response 
rate  for  the  Army  (5%)  and  Marines  (16%)  was  much  smaller  than  that  of  the  Air  Force  (36%) 
and  Navy  (44%)  (Pemberton  et  ah,  p.  481).  This  is  problematic  in  terms  of  much  of  the  active 
duty  personnel  being  excluded  which  may  result  in  inaccurate  results.  Alcohol  Savvy  is  an 
alcohol  “misuse  prevention  program”  that  is  narrated  and  contains  audio,  video  and  interactive 
components  and  is  meant  to  educate  and  assess  alcohol  misuse  (Pemberton  et  ah,  p.  482). 
Drinkers  Check-Up  is  a  motivational  intervention  operating  on  a  person  centered  philosophy  that 
is  meant  to  educate  the  user  about  their  negative  drinking  habits  and  empower  them  to  make 
changes.  Random  assignment  of  participants  to  groups  (Drinkers  Check-Up,  Alcohol  Savvy,  and 
delayed  treatment  group)  was  done  when  possible;  this  was  not  possible  at  all  installations.  The 
outcomes  of  the  treatments  were  measured  at  baseline,  one  month,  and  six  months  by  using 
multiple  measures. 
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To  analyze  the  efficacy  of  the  two  interventions,  the  evaluators  employed  a  “piecewise 
longitudinal  growth  model”  in  order  to  analyze  two  separate  representations  of  change 
(Pemberton  et  ah,  p.  483).  One  being  the  change  between  the  baseline  and  one  month  follow  up, 
the  other  examined  the  change  between  the  one  month  and  six  month  follow  up.  A  significant 
decrease  (p  =  .053)  was  seen  in  the  problem  drinking  behavior  of  those  who  participated  in  the 
Drinkers  Check-Up  compared  to  the  control  group,  and  the  Alcohol  Savvy  (p  =  .057) 
intervention  results  neared  but  did  not  reach  significance.  While  this  evaluation  is  one  of  the  first 
to  evaluate  a  web  based  intervention  designed  for  military  populations  it  comes  with  several 
previously  discussed  limitations  that  may  have  biased  the  results.  More  research  is  needed  to 
assess  the  efficacy  and  long-term  impact  of  such  programs. 

Stress  Gym.  In  an  attempt  to  assist  Naval  recruits  deal  with  stress  and  ward  off  mental 
issues  attributed  to  maladaptive  coping,  a  cognitive-behavioral  therapy  (CBT)  self-help 
intervention  called  Stress  Gym  was  tested,  implemented  and  reviewed  (Williams  et.  ah,  2010). 
The  intervention  Stress  Gym  was  developed  after  an  earlier  CBT  group  therapy  intervention 
(Williams  et  ah,  2010).  The  authors  of  the  article  wished  to  evaluate  Stress  Gym  only  to 
determine  whether  or  not,  it  and/or  internet  interventions  in  general,  would  be  accepted  and 
deployable  among  military  populations. 

The  items  assessed  about  the  intervention  included  the  participants  ideas  about ,  “user 
interface,  site  usability,  feasibility  of  using  such  a  site,  and  their  general  satisfaction  with  the 
site”  (Williams  et  ah,  pg.489).  They  were  also  allowed  to  include  what  they  liked  about  the  site 
at  the  end  of  these  general  ratings.  The  outcome  of  the  evaluation  determined  that  the  web-based 
intervention  was  seen  as  useful  and  was  feasibly  in  executing.  While  this  is  just  a  qualitative 
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evaluation,  there  is  still  much  that  can  be  gained  from  the  results.  As  with  many  other  recent 
studies,  these  web-based  treatments  seem  to  have  promising  results  (Sloan  et  al.,  201  l;Williams 
et  al.,  2010;  Amstadter,  Bromsn-Fulks,  Zinzow,  Ruggiero  &  Cercone,  2008;  Van  Vorhees  et.  al., 
2007),  however,  there  are  still  few  evaluations  of  such  programs,  especially  among  military 
populations. 

Program  Evaluation  for  the  SupportNet  Project 

When  applying  these  ideas  to  the  SupportNet  project  evaluation,  it  is  crucial  that  the 
identifiable  stakeholders  include  the  project  team,  clinicians,  other  employees  that  work  with  the 
clinicians,  military  chain  of  command,  soldiers  employing  the  clinicians  services,  and  their 
families.  After  conducting  a  thorough  needs  assessment  that  is  all  inclusive  of  the  population 
that  will  be  utilizing  SupportNet  (e.g.  Military  Clinical  psychologist.  Counselors,  Caregiver),  a 
focus  group  should  be  conducted  to  identify  all  concerns  and  hopeful  outcomes  of  previously 
stated  stakeholders.  This  is  the  best  way  to  ensure  that  all  issues  will  be  addressed  in  the 
projected  outcome. 

Stakeholders 
Needs  Assessment 

Recent  military  operations  in  Iraq  and  Afghanistan  have  created  a  growing  population  of 
returning  soldiers  with  mental  health  needs.  Post-traumatic  stress  disorder  (PTSD),  depression, 
and  substance  abuse  are  among  the  common  problems  faced  by  returning  soldiers.  In  an  analysis 
of  over  100,000  Operation  Iraqi  Freedom  and  Operation  Enduring  Freedom  (OIF/OEF)  veterans 
recently  enrolled  in  Veteran’s  Association  (VA)  healthcare,  approximately  25%  received  at  least 
one  mental  disorder  diagnosis;  of  these  25,000  veterans,  52%  were  diagnosed  with  PTSD, 
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making  it  the  most  common  health  diagnosis  in  this  population  (Seal,  Bertenthal,  Miner,  Sen  & 
Marmar,  2007). 

Process  Evaluation 
Outcome  Measures 

The  following  measures  have  been  proposed  for  use  in  the  initial  needs  assessment, 
process  evaluation,  and  outcome  evaluation  for  the  SupportNet  project.  In  the  initial  needs 
assessment,  these  measures  will  be  used  to  determine  baseline  rates  of  the  presence  of  burnout, 
STS,  and  CF  in  military  caregivers.  Then,  the  same  measures  will  be  used  to  determine  if  the 
intervention  leads  to  decreases  in  burnout,  STS,  and  CF  as  hypothesized. 

Oldenburg  Burnout  Inventory  (OLBI).  Besides  the  MBI  the  Oldenburg  Burnout 
Inventory  (OLBI)  also  tests  for  burnout.  Some  claim  this  to  be  a  better  measure  of  burnout  due  to 
the  shortcomings  of  the  MBI.  The  OLBI  is  similar  to  the  MBI  but  the  two  differ  in  several  ways, 
first,  the  OLBI  only  consists  of  two  scales  as  opposed  to  the  MBFs  three,  the  two  scales  of  the 
OLBI  are  exhaustion  and  disengagement.  The  questions  are  said  to  be  balanced  by  positive  and 
negatively  worded  questions.  Exhaustion  is  represented  on  the  OLBI  in  both  the  physical  and 
mental  meanings.  Some  questions  remain  however  on  whether  or  not  the  OLBI  in  its  translations 
is  still  as  strong  of  a  measure  (Halbesleben  &  Demerouti,  2005). 

Maslach  Burnout  Inventory  (MBI).  The  tool  most  often  used  to  assess  burnout  is  the 
Maslach  Burnout  Inventory  (MBI).  The  MBI  consists  of  three  different  factors  that  are  meant  to 
measure  burnout;  emotional  exhaustion,  depersonalization  and  personal  accomplishment.  In  an 
evaluation  of  the  MBI  using  hospital  staff  (n  =  445),  researchers  found  that  the  MBI  did  test 
mostly  for  emotional  exhaustion,  followed  by  depersonalization  and  weakly  identified  personal 
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satisfaction  (Kalliath,  T.  J.,  O'Driscoll,  M.  P.,  Gillespie,  D.  F.,  &  Bluedom,  A.  C.  (2000).  The 
MBI  has  been  criticized  by  some  for  being  poorly  worded  and  relying  on  underdeveloped 
concepts. 

Professional  Quality  of  Life  Scale  (ProQOL).  The  ProQOL  measures  two  subscales  of 
compassion  fatigue:  burnout  and  secondary  traumatic  stress.  In  addition,  the  ProQOL  measures  a 
third  subscale,  compassion  satisfaction  (CS),  which  refers  to  the  positive  effects  that  caregivers 
experience  from  trauma  work  (Stamm,  2010).  Feeling  rewarded  and  fulfilled  by  one’s  profession 
and  feeling  good  about  helping  others  contribute  to  CS  measure  (Stamm). 

Based  on  their  research  surveying  1,121  mental  health  providers.  Sprang,  Clark  and 
Whitt-Woosely  (2007)  found  that  participants  who  had  previously  received  specialized  trauma 
training  scored  significantly  lower  on  compassion  fatigue  and  higher  on  compassion  satisfaction 
as  measured  by  the  ProQOL.  The  results  suggest  that  knowledge  and  training  may  help  to  shield 
against  some  of  the  negative  effects  of  trauma  therapy  (Sprang  et  ah,  2007).  Taken  one  step 
further.  Sprang  et  ah,  theorize  that  specialized  training  enhances  clinician  self-efficacy  by 
improving  their  skills  in  assessment  and  treatment  of  trauma  patients  and  therefore  leading  to 
improved  outcomes.  Consequently,  specialized  trauma  training  is  recommended  to  reduce  levels 
of  CF  and  burnout  and  to  enhance  CS  (Sprang,  et  ah). 

The  ProQOL  given  at  multiple  points  in  time  will  function  to  measure  the  extent  to  which 
the  SupportNet  program  succeeds  in  its  goals  of  reducing  STS  and  burnout  as  well  as  enhancing 
CS. 

Secondary  Traumatic  Stress  Scale  (STSS).  The  STSS  is  a  self-report  measure 
consisting  of  17  statements  related  to  STS  symptoms,  and  responses  indicate  the  frequency 
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experiencing  each  symptom  on  a  Likert-type  scale  ranging  from  1  (never)  to  5  (very  often) 

(Bride  et  ah,  2004).  The  STSS  is  designed  to  measure  current,  rather  than  cumulative,  exposure 
to  traumatized  clients,  since  the  responses  indicate  frequency  of  experiencing  each  symptom 
within  the  past  seven  days.  There  are  three  subscales  to  categorize  the  three  types  of  symptoms, 
intrusion,  avoidance  and  arousal.  The  STSS  is  a  useful  tool  in  evaluating  strategies  designed  to 
reduce  STS  (Bride  et  ah,  2004). 

Compassion  Fatigue-Short  Scale.  The  Compassion  Fatigue-  Short  Scale  (CF-Short 
Scale;  Adams,  et  ah,  2006)  shortens  and  improves  upon  the  Compassion  Fatigue  Scale  (Figley, 
1995).  Compared  to  its  predecessors,  the  CF-  Short  Scale  has  fewer  questions  (only  13  compared 
to  30)  and  has  improved  validity  and  reliability  (Adams,  et  ah).  To  clarify  the  definitions  of  STS, 
burnout,  and  CF,  the  CF-  Short  Scale  includes  subscales  for  burnout  and  STS,  and  it  produces  an 
overall  CF  score  that  is  highly  correlated  with  the  original  CF  Scale  measure  (Adams,  et  ah). 

Work  Stress  and  Burnout  Self  Efficacy  Scale.  In  accordance  with  Bandura’s  (2006) 
assertion  that  self-efficacy  beliefs  are  context  specific,  the  proposed  study  will  use  the  Work 
Stress  and  Burnout  Self  Efficacy  scale  (WSBSE;  Jing,  2008).  In  its  pilot  study,  the  28-item 
WSBSE  demonstrated  high  reliability  (Cronbach’s  a  =  .96)  when  tested  on  a  large,  heterogenous 
sample  of  professionals.  The  WSBSE  contains  three  subscales  including  work  demands 
management  self-efficacy,  work  resources  management  self-efficacy,  and  work  stress  and 
burnout  symptoms  management  self-efficacy;  the  subscales  also  demonstrates  high  reliability 
with  Cronbach’s  alphas  .91,  .85,  and  .93,  respectively  (Jing,  2008).  Additionally,  the  scale 
demonstrated  convergent  validity  with  previously  validated  scales  of  generalized  self-efficacy 
and  optimism  (Jing,  2008).  Responses  to  all  items  are  given  a  rating  on  a  7-point  scale  from  (1) 
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not  capable  to  (7)  very  capable.  The  mean  of  the  scores  within  each  subscale  are  calculated  as 
the  score  for  that  subscale,  and  the  total  WSBSE  score  in  this  analysis  represents  the  sum  of  the 
three  subscale  scores. 

Recommendations  &  Conclusions 

There  has  yet  to  be  sufficient  empirical  research  evaluating  interventions  for  treating 
STS,  CF  and  burnout  in  military  caregivers.  Evaluation  of  current  programs  is  of  particular 
importance  as  psychologists  and  other  helping  professionals  are  faced  with  an  overwhelming 
number  of  military  patients  suffering  from  PTSD  and  related  mental  disturbances.  Appropriate 
planning  and  reassessment  of  current  efforts  is  needed  in  order  for  progress  to  be  made  in  a 
timely  and  efficient  manner. 

Following  from  Figley’s  model  of  CF,  treatment  should  include  educational  information 
about  CF,  desensitization  to  traumatic  stressors  in  order  to  strengthen  one’s  ability  to  cope  with 
them,  and  a  combination  of  exposure  and  relaxation  exercises  (Figley,  2002).  Additionally, 
social  support  enhances  a  therapist’s  ability  to  cope  and  is  considered  another  vital  component  to 
treatment  (Figley,  2002).  Thus,  in  treating  CF  it  is  important  to  assess  and  enhance  the  therapists 
social  support  system  (Figley).  The  SupportNet  intervention  should  provide  online  tools  for 
mental  health  providers  to  learn  about  CF  and  ways  to  prevent  it.  Empowering  clinicians  with 
information  and  promoting  specialized  training  will  likely  help  to  prevent  or  reduce  burnout  and 
CF. 

Consistent  with  Figley’s  (2002)  assertion  that  social  support  is  a  vital  component  for 
treating  CF,  the  SupportNet  intervention  provides  additional  social  support  within  the  mental 
health  community.  The  SupportNet  project  plans  to  integrate  skills  training,  helpful  tools,  and 
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social  support  through  an  interactive  social  networking  platform.  Empowering  caregivers  with 
skills  related  to  their  profession,  skills  to  improve  their  self-care,  and  social  support  has  the 
potential  to  provide  significant  benefits  to  primary  caregivers  at  risk  for  CF  and  burnout. 

Based  on  research  to  date  on  evaluating  internet  interventions,  some  important 
components  to  consider  in  the  development  of  the  SupportNet  project  include  target  population, 
program  interactivity,  sychronicity,  and  adherence.  Related  to  target  population  and  adherence, 
involving  stakeholders  in  the  development  of  the  project  may  facilitate  reaching  the  intended 
target  groups  as  well  as  increase  the  likelihood  of  continued  participation  in  the  project  (reduce 
dropout  rate)  due  higher  stakeholder  investment  in  the  process.  Additionally,  the  inclusion  of 
stakeholders  in  the  development  of  the  project  would  allow  the  intervention  to  be  tailored  to 
meet  their  identified  needs.  In  developing  the  component  of  the  SupportNet  site,  it  will  be 
important  to  define  the  “doses”  of  the  intervention  and  the  modality  through  which  they  are 
delivered,  and  to  specify  goals  related  to  the  degree  of  interactivity  and  synchronicity  intended. 
To  measure  participant  behavior  and  interactivity  with  the  website,  it  would  be  beneficial  to 
track  participants’  activity  and  usage,  including  user  logins,  time  spent,  and  navigation  (clicks) 
within  each  module  or  component  of  the  site.  Also,  a  built-in  feedback  system  for  participants 
to  rate  and  provide  comments  on  the  perceived  usefulness  of  component  would  provide  useful 
data  for  ongoing  process  evaluation. 
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Appendix  5 


Time  1  Survey 
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University  of  Colorado 
Colorado  Springs 


Trauma,  Health  &  Hazards  Center 


Dear  Military  Mental  Health  Providers, 

No  one  knows  the  challenges  of  your  work  better  than  you.  There  are  many  who  need  your  dedication,  professionalism,  knowledge, 
and  experience. 

As  Mental  Health  Providers  working  with  military  personnel,  you  do  your  part  of  an  unwritten  social  contract;  You  give  back  to  the 
military  community  what  we  have  all  received  from  each  soldier  serving  our  country. 

Now  it  is  time  to  support  you  in  your  work. 

The  SupportNet  program,  sponsored  by  the  US  Army  Medical  Research  and  Materiel  Command,  Telemedicine  &  Advanced 
Technology  Research  Center  (TATRC)  and  in  connection  with  the  Trauma  Health  and  Hazards  Center  at  the  University  of  Colorado 
at  Colorado  Springs,  was  designed  to  better  understand  your  everyday  work  challenges  and  to  establish  a  network  of  support  that  can 
serve  and  help  you  in  your  important  and  challenging  work. 

Today,  we.  the  researchers  and  military  trauma  specialists,  are  inviting  you  to  create  that  support  system  with  us.  The  first  step  is  the 
Initial  needs  assessment  and  evaluation  of  the  burdens  and  benefits  related  to  your  work. 

Please  complete  the  survey  and  help  us  to  help  you. 


Prof.  Charles  Benight,  PhD 
Director 

Trauma,  Health,  and  Hazards  Center 
University  of  Colorado  at  Colorado  Springs 


Valerie  Anderson,  PsyD 
Military  Trauma  Specialist 
Ciinical  Director 

Trauma,  Health,  and  Hazards  Center 
University  of  Colorado  at  Colorado  Springs 


Informed  Consent:  Please  Read  Before  Proceeding 


TITLE  OF  STUDY:  SupportNet  for  Frontline  Providers:  Secondary  Trauma  and  Burnout  Evaluation. 

SPONSORSHIP:  This  study  is  funded  through  the  Department  of  Defense  T elemedicine  and  Advanced  Technology  Research  Center. 

FOR  QUESTIONS  ABOUT  THE  STUDY,  CONTACT:  Charles  Benight  Ph.D.,  1420  Austin  Bluffs  Parkway,  Colorado  Springs,  CO  80918,  (719)  255- 
4180. 

PURPOSE:  You  are  invited  to  participate  in  a  study  on  current  coping  levels  of  mental  health  providers  working  with  military  personnel.  Your 
participation  is  specifically  requested  because  you  are  currently  providing  mental  health  treatment  to  military  personnel  (active  or  retired). 
Participation  is  completely  voluntary. 

DESCRIPTION:  A  total  of  approximately  250  providers  who  are  currently  working  with  active  duty  or  retired  military  personnel  will  be  recruited  into 
the  study.  If  you  decide  to  participate,  the  procedure  for  this  study  includes  completing  a  series  of  questionnaires  now  and  then  again  in  6  months. 
The  questions  are  presented  through  a  website  called  Survey  Monkey  and  focus  on  your  coping  with  work  related  stress.  We  request  that  you 
complete  the  survey  within  2  weeks.  The  questions  specifically  address  the  challenge  of  working  with  combat  trauma  patients.  You  are  free  to  not 
complete  the  following  questionnaire.  If  you  choose  to  complete  the  questions  you  are  voluntarily  consenting  to  do  so.  The  completion  time  is 
approximately  25  to  35  minutes  for  the  set  of  questions.  We  will  email  you  in  6  months  to  remind  you  to  complete  the  questions  for  the  second 
time. 

TIME  INVOLVEMENT :  Your  time  involvement  will  be  approximately  25  to  35  minutes  to  complete  survey.  You  will  be  asked  to  complete  it  now 
and  then  again  in  6  months  for  a  total  time  commitment  of  1  to  1 .25  hours. 

ALTERNATIVE:  Because  this  study  is  designed  to  collect  information  for  research  and  not  designed  to  benefit  you  directly,  your  alternative  is  to  not 
participate. 

BENEFITS:  There  is  no  direct  benefit  to  you  for  participating  in  this  research.  The  results  of  the  study  may  provide  valuable  information  concerning 
how  mental  health  providers  who  are  working  with  our  active  duty  or  retired  military  are  coping  with  the  stress  associated  with  this  work.  This  may 
help  in  planning  support  services  to  these  providers. 

RISKS:  There  is  a  chance  that  you  will  experience  some  emotional  discomfort  from  answering  questions  related  to  how  you  are  currently  coping 
with  your  work.  There  are  no  physical  risks  involved  in  this  study. 

PAYMENTS:  In  accordance  with  DOD  policy,  there  will  be  no  payment  for  participation  in  this  study. 

COSTS;  There  will  be  no  cost  to  you  for  participating  in  this  study. 

CONFIDENTIALITY:  All  study  data  will  be  stored  on  secure  servers  with  extensive  security  features  and  backup  systems.  All  information  regarding 
this  study  is  kept  confidential  and  used  only  by  designated  members  of  the  research  team.  Representatives  from  the  University  of  Colorado  at 
Colorado  Springs  and/or  the  U.S.  Army  Medical  Research  and  Materiel  Command  (or  the  DOD)  are  authorized  to  review  research  records  as  part  of 
their  duty  to  protect  human  participants  involved  in  research.  Your  data  will  be  given  a  participant  identification  number.  Your  email  identification 
will  not  be  attached  to  any  data  but  is  necessary  for  us  to  link  your  time  1  and  time  2  information.  All  computerized  data  will  be  password  protected 
so  that  no  one  but  the  research  team  will  have  access  to  these  data.  The  computerized  data  will  be  stored  on  a  secured  server  at  the  university  for  7 
years.  Published  data  will  only  refer  to  group  comparisons  and  never  to  you  individually. 

Health  Insurance  Portability  and  Accountability  Act  (HIPAA).  No  private  medical  information  will  be  collected  in  this  study. 


RIGHT  TO  WITHDRAWAL;  Your  participation  in  this  study  is  completely  voluntary.  You  are  free  to  withdraw  at  any  time.  Refusal  to  participate  will 
involve  no  penalty  or  loss  of  benefits,  and  you  may  withdraw  at  any  time  without  penalty  or  loss  of  benefits. 


DO  I  HAVE  TO  ACCEPT  THIS  AUTHORIZATION  FORM?  At  the  end  of  this  form  you  will  have  the  option  to  ‘Accept’  or ‘Decline’.  You  do  not  have 
to  ‘accept’  this  authorization  form.  But  if  you  do  not,  you  will  not  be  able  to  participate  in  this  research  study. 

WILL  MY  DECISION  TO  ACCEPT  OR  DECLINE  THIS  STUDY  HAVE  ANY  AFFECT  ON  MY  EMPLOYMENT?  No. 

SUBJECT’S  RIGHTS:  You  are  free  not  to  participate  in  this  study.  Your  decision  whether  or  not  to  participate  will  not  affect  your  employment 
status.  If  you  wish  to  participate  in  this  study,  you  must  indicate  at  the  end  of  this  document  that  you  wish  to  proceed  by  clicking  “I  accept”.  If  you 
decide  to  participate,  you  are  free  to  withdraw  your  consent,  including  your  authorization  regarding  the  use  and  disclosure  of  your  health 
information,  and  to  discontinue  participation  at  any  time  without  prejudice  to  you.  If  you  decide  to  withdraw,  we  ask  that  you  notify  Dr.  Benight  in 
writing  and  let  him  know  that  you  are  withdrawing  from  the  study.  His  emailing  address  is  benight@uccs.edu. 

If  you  have  disturbing  thoughts  or  strong  distress  while  completing  this  survey,  please  call  one  of  our  therapists  at  (719)  255-3764  or  (719)  255-3763 
or  use  our  toll-free  number  (800)  990-8227  and  ask  for  extension  3764  or  3763. 

QUESTIONS:  If  you  have  any  questions  regarding  your  participation  in  this  study  you  should  contact  Dr.  Charles  Benight  at  (719)  255-4180  or  use 
our  toll-free  number  (800)  990-8227  and  ask  for  extension  4180.  You  may  also  contact  the  Chairperson  of  the  Institutional  Review  Board  at  the 
University  of  Colorado  at  Colorado  Springs  at  (71 9)  255-4150  or  use  our  toll-free  number  (800)  990-8227  and  ask  for  extension  4150 

It  is  suggested  that  you  print  a  copy  of  this  form  for  your  records. 

Thank  you.  Your  assistance  with  this  research  study  is  appreciated. 

^After  reading  the  Informed  Consent  Form  do  you  want  to  take  part  in  the  study? 

o  Yes  (Accept)  O  No  (Decline) 

^If  you  accept  participation  in  this  study,  please  provide  a  valid  e-mail  address  below 


CLICKING  ‘'ACCEPT"  INDICATES  THAT  YOU  HAVE  READ  AND  UNDERSTAND  THE  ABOVE  INFORMATION,  THAT  YOU  HAVE  DECIDED  TO 
PARTICIPATE  BASED  ON  THE  INFORMATION  PROVIDED,  AND  THAT  YOU  HAVE  BEEN  ABLE  TO  ACCESS  A  COPY  OF  THIS  FORM  BY 
PRINTING  IT  FOR  YOUR  RECORDS. 


Background  Information 


Please  reply  to  the  following  questions.  Your  answers  will  help  us  learn  more  about  who  completed  the  survey. 

Gender 

Mate 

o  Fern  ale 

In  what  state  or  U.S.  territory  do  you  live? 


If  not  in  the  U.S..  in  what  country  do  you  live? 


In  what  year  were  you  born?  (enter  4-digit  birth  year;  for  example,  1976) 


In  what  month  were  you  born? 


[ 


How  many  years  of  formal  education  do  you  have  (from  kindergarten  to  higher 
education)? 


Current  relationship  status: 

Long-term  committed  relationship  (e.g..  married  or  domestic  partner) 
o  Not  in  a  relationship 

What  is  the  highest  level  of  school  you  have  completed  or  the  highest  degree  you  have 
received? 

o  High  school  graduate 
o  Some  college 
o  Associate's  degree 
o  Bachelor's  degree 
Master's  degree 

o  Doctorate  or  professional  degree 


OOOOOOOOOOOOO i  I □□□□□□□□ 


Major  job  activities  (check  all  that  apply): 

Case  management 
Nursing 

Medication  management 
Emergency  crisis  intervention 
Psychotherapy/Counseling 
Spiritual  support 

Clinical  supers^sion  for  mental  health  professionals 
Psychological  or  psychiatric  assessment 
r  (please  specify) 


at  is  your  primary  professional  role? 

Psychiatrist 

Medical  doctor  (MD,  DO) 

Clinical  psychologist 
Physician  assistant 
Counselor  or  psychotherapist 
Social  worker 

Clinical  or  psychiatric  social  worker 
Registered  nurse 

Psychiatric  or  mental  health  nurse  practitioner 
Behavioral  analyst 
Expressive  or  art  therapist 
Chaplain 
Family  advocate 
Other  (please  specify) 


□□□□□□□□□□ 


If  you  provide  therapy,  what  approach  do  you  use?  (check  all  that  apply) 

DOES  NOT  APPLY 
CBT  -  Cognitive  Behavioral  Therapy 
CPT  -  Cognitive  Processing  Therapy 
PE  -  Prolonged  Exposure 

EMDR  •  Eye  Movement  Desensitization  and  Reprocessing 
Stress  inoculation  therapy 
Group  therapy 

Brief  psychodynamic  psychotherapy 
Interpersonal  therapy 
Family  therapy 
Other  (please  specify) 


Which  of  the  following  categories  best  describes  your  employment  status? 


o 

o 

o 

o 

o 

o 

o 


Working  1-19  hours  per  week 
Working  20-39  hours  per  week 
Working  40  or  more  hours  per  week 
Not  employed,  looking  for  work 
Not  employed,  NOT  looking  for  work 
Retired,  not  working 
Disabled,  not  able  to  work 


Type  of  employment  (check  all  that  apply): 

□  Employee  of  a  for-profit  company  or  business  or  of  an  individual,  for  wages,  salary,  or  commissions 
I  I  Employee  of  a  not-for-profit,  tax-exempt,  or  charitable  organization 

□  Local  government  employee  (city,  county,  etc.) 

□  State  government  employee 

I  I  Federal  government  employee  or  active  duty  military 
I  I  Individual  private  practice 
I  I  Group  private  practice 

□  Working  without  pay 
Other  (please  specify) 


Current  military  status: 

o  Active  duty  military 
o  Reserves  or  National  Guard 
o  Retired  or  former  military 
No  military  service 


Have  you  ever  been  deployed  to  a  combat  zone? 

O 

O 


How  many  years  of  experience  do  you  have  as  a  mental  health  professional? 


ICAWS 


For  each  question  below,  indicate  how  often  you  experienced  interpersonal  conflicts  at 

work  during  the  PAST  MONTH. 

Less  than  once 

per  month  or 

never 

Once  or  twice  perOnce  or  twice  perOnce  or  twice  per  Several  times  per 

month 

week 

day 

day 

How  often  do  you  get  into  arguments  with  others  at  work? 

o 

o 

o 

o 

o 

How  often  do  other  people  yell  at  you  at  work? 

o 

o 

o 

o 

o 

How  often  are  people  rude  to  you  at  work? 

o 

o 

o 

o 

o 

How  often  do  other  people  do  nasty  things  to  you  at 

work? 

o 

o 

o 

o 

o 

How  often  does  your  responsibility  for  the  patient  conflict 

with  the  responsibilities  of  your  job? 

o 

o 

o 

o 

o 

ocs 


The  following  items  relate  to  organizational  constraints  at  your  work  during  the  PAST 
MONTH. 


How  often  are  you  constrained  by: 


Less  than  once 

per  month  or 

never 

Once  or  twice 

perOnce  or  twice  perOnce  or  twice  per  Several  times  | 

month 

week 

day 

day 

Poor  equipment  or  supplies. 

o 

o 

o 

o 

o 

Organizational  rules  and  procedures. 

o 

o 

o 

o 

o 

Other  employees. 

o 

o 

o 

o 

o 

Your  supervisor. 

o 

o 

o 

o 

o 

Lack  of  equipment  or  supplies. 

o 

o 

o 

o 

o 

Inadequate  training. 

o 

o 

o 

o 

o 

Interruptions  by  other  people. 

o 

o 

o 

o 

o 

Lack  of  necessary  information  about  what  to  do  or  how  to 

do  it. 

o 

o 

o 

o 

o 

Conflicting  job  demands. 

o 

o 

o 

o 

o 

Inadequate  help  from  others. 

o 

o 

o 

o 

o 

Incorrect  instructions. 

o 

o 

o 

o 

o 

Too  much  paperwork. 

o 

o 

o 

o 

o 

Too  many  patients. 

o 

o 

o 

o 

o 

Too  many  patients. 


Describe  yourwork  during  the  PAST  MONTH.  Please  indicate  your  answer  for  each 
question: 


How  often  does  your  job  require  you  to  work  very  fast? 

How  often  does  your  job  require  you  to  work  very  hard? 

How  often  does  your  job  leave  you  with  little  time  to  get 
things  done? 

How  often  is  there  a  great  deal  to  be  done? 

How  often  do  you  have  to  do  more  work  than  you  can  do 
well? 

How  often  do  you  have  less  work  than  you  would  like  to 
have? 


Less  than  once 

per  month  or 

never 

Once  or  twice  perOnce  or  twice  perOnce  or  twice  per  Several  times 
month  week  day  day 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

STES 


Thinking  back  on  your  professionai  career,  please  answer  "Yes"  to  the  events  to  which 
YOU  WERE  EXPOSED  THROUGH  YOUR  WORK  WITH  PATIENTS.  Then  indicate  the  impact 
that  hearing  about  this  event  has  had  on  you. 


TYPES  of  traumatic  events: 


1.  Natural  disaster  (e.g.,  flood,  hurricane,  tornado, 
wildfire,  earthquake). 

2.  Transportation  accident  (e.g.,  car  accident,  train 
accident,  plane  crash). 

3.  Other  serious  accident  (e.g.,  fire,  explosion,  building 
collapse). 

4.  Physical  assault  (e.g..  being  attacked,  hit,  shot, 
stabbed). 

5.  Sexual  assault  (e.g.,  rape  or  attempted  rape, 
unwanted  sexual  experience). 

6.  Other  life  threatening  crime  (e.g.,  home  invasion, 
hostage  situation). 

7.  Military  combat  or  exposure  to  a  war-zone. 

8.  Life-threatening  illness  or  injury  of  your  client  or 
someone  close. 

9.  Sudden,  unexpected  death  of  someone  close. 

Any  other  stressful  event  or  experience. 

If  yes.  specif  the  traumatic  event; 


INDIRECT  exposure  to  event 


Impact  on  you 


How  many  of  the  TYPES  of  traumatic  events  listed  above  have  you  PERSONALLY 
experienced? 

Oi  O2  0“  O®  O®  O®  O^" 

During  your  entire  professional  career,  how  many  of  your  patients  experienced  at  least 
one  of  the  above  events 


O' 


o 


o 


Q  50  or  less  Q  1 00  or  less  A  few 

hundred 


o 


I  A  few 
thousand 


During  your  entire  professional  career,  how  frequently  have  you  worked  with  patients  who 
experienced  at  least  one  of  the  above  events 

o  Never  o  A  few  days  o  One  day  a  o  A  few  days  a  o  One  day  a  A  few  days  a  o  Every  day 

in  a  year  month  month  week  week 


How  often  did  you  discuss  these  patients  with  your  colleagues? 

o  Never  o  A  few  days  o  One  day  a  o  A  few  days  a  o  One  day  a  o  A  few  days  a  o  Every  day 

In  a  year  month  month  week  week 

Thinking  back  on  your  whole  professional  career,  what  percentage  of  your  patients  have 
been  traumatized? 


Thinking  back  on  your  whole  professional  career,  what  percentage  of  your  patients  have 
described  a  graphic  military  combat  experience? 


PART  B:  IN  THE  PAST  MONTH 


I  was  reaching  out  to  people  who  care  about  me. 

I  was  showing  caring  or  loving  support  to  my  friends, 
femily,  or  spouse/partner. 

I  was  showing  respect  for  people  and  not  judging  them. 

I  was  pushing  others  away. 

I  was  able  to  let  go  of  things  that  upset  me. 

I  was  aware  of  others  needs  and  able  to  respond  to  them. 

I  was  able  to  react  to  things  in  a  very  organized  and 
effective  manner. 

I  was  seeing  the  good  and  bad  in  all  things. 

I  was  striking  out  at  people  or  pets  (verbally  or  physically). 
I  was  taking  care  of  myself  emotionally. 

I  was  taking  care  of  myself  physically. 

I  was  taking  care  of  my  spiritual  needs. 


Not  at  all 

o 

A  little 

o 

Somewhat 

o 

A  lot 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

MSPSS 


These  statements  relate  to  social  relationships.  Think  about  the  PAST  MONTH.  Could  you 
count  on  the  support  of  others  to  cope  with  DIFFICULTIES  AT  WORK? 


There  is  a  special  person  who  is  around  when  I  am  in  need. 
There  is  a  special  person  with  whom  I  can  share  my  joys  and 


My  family  really  tries  to  help  me. 

I  get  the  emotional  help  and  support  I  need  from  my  family. 
I  have  a  special  person  who  is  a  real  source  of  comfort  to 


My  friends  really  try  to  help  me. 

I  can  count  on  my  friends  when  things  go  wrong. 

I  can  talk  about  my  problems  with  my  family. 

I  have  friends  with  whom  I  can  share  my  joys  and  sorrows. 

There  is  a  special  person  in  my  life  who  cares  about  my 
feelings. 

My  family  is  willing  to  help  me  make  decisions. 


I  can  talk  about  my  problems  with  my  friends. 


onships.  Think  about  the  PAST  MOh 
with  DiFFiCULTiES  AT  WORK? 

Very 

Strongly  Mildly  Mildly 

strongly  Neutral 

disagree  disagree  agree 

disagree 

o  o  o  o  o 

o  o  o  o  o 


o  o 
o  o 


o  o 
o  o 
o  o 
o  o 


o  o 
o  o 


o  o 
o  o 


o  o 
o  o 
o  o 
o  o 


o  o 
o  o 


o  o 
o  o 

o  o 
o  o 


o  o  o  o  o  o 


o  o 
o  o 
o  o 
o  o 


o  o  o  o  o  o 


o  o 
o  o 


QPSNordic 


These  statements  relate  to  social  relationships  at  work.  Think  about  the  PAST  MONTH. 
Couid  you  count  on  the  support  of  others  to  cope  with  DIFFICULTIES  AT  VIK)RK? 
(Leave  your  answer  blank  if  you  do  not  have  a  supervisor  or  coworkers) 


If  needed,  I  can  get  support  and  help  with  my  work  from  my 
immediate  supervisor. 

If  needed,  my  immediate  supervisor  is  willing  to  listen  to  my 
task-related  problems. 

My  work  achievements  are  appreciated  by  my  immediate 
supervisor. 

If  needed,  I  can  get  support  and  help  with  my  work  from  my 
coworkers. 

If  needed,  my  coworkers  are  willing  to  listen  to  my  work- 
related  problems. 


Very 

strongly 

disagree 

o 

strongly 

disagree 

o 

Mildly 

disagree 

o 

Neutral 

o 

Mildly 

agree 

o 

strongly 

agree 

o 

Very 

strongly 

agree 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

WSBMSES 


Relate  the  following  to  your  job.  For  each  situation  described  below,  please  rate  how 
capable  you  are  that  you  can  successfully  deal  with  it.  IF  YOU  HAVE  NEVER  BEEN  IN  THE 
SITUATION  DESCRIBED  BELOW,  THINK  HOW  EFFECTIVELY  YOU  WOULD  HANDLE  THE 
SITUATION,  IF  YOU  ENCOUNTERED  IT  AT  WORK.  Because  people  differ  from  each  other 
in  the  ways  that  they  deai  with  work  situations,  there  is  no  single  correct  answer.  Answer 
with  your  immediate  response  rather  than  spending  a  lot  of  time  thinking  about  your 
answer. 

Please  rate  each  situation  as  you  CURRENTLY  believe. 


PART  A:  "How  capable  am  I  to..." 


Very 

Incapable 

Som  ewhat 

Neither 

incapable 
nor  capable 

Somewhat 

Capable 

Very 

incapable 

incapable 

capable 

capable 

Deal  with  work  pace 

o 

o 

o 

o 

o 

o 

o 

Cope  with  difficult  or  complex  work  tasks 

o 

o 

o 

o 

o 

o 

o 

Deal  with  time  pressure  at  work 

o 

o 

o 

o 

o 

o 

o 

Keep  focused  on  my  work 

o 

o 

o 

o 

o 

o 

o 

Cope  with  the  organizational  changes 

o 

o 

o 

o 

o 

o 

o 

Have  the  skills  necessary  to  do  my  job  effectively 

o 

o 

o 

o 

o 

o 

o 

Deal  with  a  lack  of  information  needed  for  my  work 

o 

o 

o 

o 

o 

o 

o 

Cope  with  the  unclear  expectations  and  requirements  at 

work 

o 

o 

o 

o 

o 

o 

o 

Manage  other  people  and  work  tasks  effectively 

o 

o 

o 

o 

o 

o 

o 

Deal  effectively  with  work  challenges  given  the  resources 

o 

o 

o 

o 

o 

o 

o 

Deal  effectively  with  work  challenges  given  the  resources 
that  I  have 


Please  rate  each  situation  as  you  CURRENTLY  believe. 


PART  B:  "How  capable  am  I  to..." 


Utilize  my  skills  at  work 

Learn  new  things  or  develop  new  abilities  while  doing  my 
job 

Participate  in  decision  making  in  my  organization 
Get  emotional  support  from  my  supervisors 
Get  practical  aid  from  my  supervisors 
Get  practical  aid  from  my  co-workers 
See  potential  for  growth  in  my  job 


Neither 
incapable 
nor  capable 


Somewhat 

capable 


Capable 


Very 

capable 


Very 

incapable 

Incapable 

Som  ewhat 

incapable 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

Please  rate  each  situation  as  you  CURRENTLY  believe. 


PART  C:  "How  capable  am  I  to..." 


Very 

incapable 

Incapable 

Som  ewhat 

incapable 

incapable 
nor  capable 

Somewhat 

capable 

Capable 

Deal  with  a  feeling  that  this  job  wears  me  out 

o 

o 

o 

o 

o 

o 

Handle  the  feeling  that  my  Job  is  useless 

o 

o 

o 

o 

o 

o 

Handle  feeling  annoyed  with  my  patients 

o 

o 

o 

o 

o 

o 

Cope  with  losing  interest  in  my  Job 

o 

o 

o 

o 

o 

o 

Stay  committed  to  myjob 

o 

o 

o 

o 

o 

o 

Deal  with  the  sense  that  my  Job  consists  of  routines  that  are 

o 

o 

o 

o 

o 

o 

not  engaging  to  me  any  more 

Overcome  my  belief  that  there  are  no  Jobs  that  would  satisfy 

me  now 

o 

o 

o 

o 

o 

o 

Cope  with  the  feelings  that  my  professional 
accomplishments  are  smaller  than  1  thought  they  should  be 
at  this  point  in  my  life 

o 

o 

o 

o 

o 

o 

Persist  in  working,  even  when  things  do  not  go  well 

o 

o 

o 

o 

o 

o 

Be  immersed  in  my  work 

o 

o 

o 

o 

o 

o 

See  that  my  work  makes  a  difference  for  others 

o 

o 

o 

o 

o 

o 

Very 

capable 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 


For  each  situation  described  below,  please  rate  how  capable  you  are  to  deal  with  thoughts 
or  feelings  that  occur  (or  may  occur)  as  the  result  of  your  work  with  people  experiencing 
extreme  or  traumatic  events. 

Please  rate  each  situation  as  you  CURRENTLY  believe. 


"How  capable  am  I  to  ..." 


Very 

incapable 


Deal  with  my  emotions  (anger,  sadness,  depression,  anxiety) 
about  working  with  these  people. 

Deal  with  the  impact  these  people  have  had  on  my  life. 

Find  some  meaning  in  what  had  happened  to  these  people. 

Control  reoccurring  distressing  thoughts  or  images  about 
these  people. 

Deal  with  thoughts  that  similar  things  may  happen  to  me. 

Keep  emotional  balance  after  realizing  what  had  happened 
to  these  people. 

Be  supportive  to  others  after  my  experiences  with  these 
people. 

Cope  with  thoughts  that  I  can’t  handle  working  with  these 
people  anymore. 

Get  help  from  others  to  better  handle  working  with  these 
people. 


Incapable 

Som  ewhat 

incapable 

Neither 

incapable 

nor  capable 

Somewhat 

capable 

Capable 

Very 

capable 

o 

o 

o 

o 

o 

O 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

STSS 


The  following  is  a  list  of  statements  made  by  persons  who  have  been  impacted  by  their 
work  with  traumatized  patients.  Read  each  statement,  then  indicate  how  frequently  the 
statement  was  true  for  you  in  the  PAST  MONTH. 


PART  A:  As  a  result  of  my  work  with  traumatized  patients  ... 


Never 

Rarely 

Occasionally 

Often 

Very  often 

1  felt  emotionally  numb 

o 

o 

o 

o 

o 

My  heart  started  pounding  when  1  thought  about  my  work 

with  patients 

o 

o 

o 

o 

o 

It  seemed  as  if  1  was  relMng  the  trauma(s)  experienced 
by  my  patient(s) 

o 

o 

o 

o 

o 

1  had  trouble  sleeping 

o 

o 

o 

o 

o 

1  felt  discouraged  about  the  future 

o 

o 

o 

o 

o 

Reminders  of  my  work  with  patients  upset  me 

o 

o 

o 

o 

o 

1  had  little  interest  in  being  around  others 

o 

o 

o 

o 

o 

1  felt  jumpy 

o 

o 

o 

o 

o 

1  was  less  active  than  usual 

o 

o 

o 

o 

o 

I  was  less  active  than  usual 


How  frequently  were  the  statements  true  for  you  in  the  PAST  MONTH? 


PART  B:  As  a  result  of  my  work  with  traumatized  patients ... 


Never 

Rarely 

Occasionally 

Often 

Very  often 

1  thought  about  my  work  with  patients  when  1  didn’t 

intend  to 

o 

o 

o 

o 

o 

1  had  trouble  concentrating 

o 

o 

o 

o 

o 

1  avoided  people,  places,  or  things  that  reminded  me  of 
my  work  with  patients 

o 

o 

o 

o 

o 

1  had  disturbing  dreams  about  my  work  with  patients 

o 

o 

o 

o 

o 

1  wanted  to  avoid  working  with  some  patients 

o 

o 

o 

o 

o 

1  was  easily  annoyed 

o 

o 

o 

o 

o 

1  expected  something  bad  to  happen 

o 

o 

o 

o 

o 

1  noticed  gaps  in  my  memory  about  patient  sessions 

o 

o 

o 

o 

o 

Below  are  statements  that  relate  to  your  well-being  at  work.  Please  indicate  the  degree  of 
your  agreement  with  each  statement. 


PART  A 

I  always  find  new  and  interesting  aspects  in  my  work 

There  are  days  when  I  feel  tired  before  I  arrive  at  work 

It  happens  more  and  more  often  that  I  talk  about  my  work  in  a  negative 
way 

After  work,  I  tend  to  need  more  time  than  in  the  past  in  order  to  relax 
and  feel  better 

I  can  tolerate  the  pressure  of  my  work  very  well 

Lately,  I  tend  to  think  less  at  work  and  do  my  job  almost  mechanically 

I  find  my  work  to  be  a  positive  challenge 

During  my  work,  I  often  feel  emotionally  drained 


Disagree 

Neither  agree 
nor  disagree 

Agree 

strongly 

agree 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

Please  indicate  the  degree  of  your  agreement  with  each  statement. 


PARTB 


Overtime,  one  can  become  disconnected  from  this  type  of  work 

After  working,  I  have  enough  energy  for  my  leisure  activities 

Sometimes  I  feel  sickened  by  my  work  tasks 

After  my  work,  I  usually  feel  worn  out  and  weary 

This  is  the  only  type  of  work  that  I  can  imagine  myself  doing. 

Usually,  I  can  manage  the  amount  of  my  work  well 

I  feel  more  and  more  engaged  in  my  work 

When  I  work.  I  usually  feel  energized 


Strongly 

disagree 

Disagree 

Neither  agree 
nor  disagree 

Agree 

strongly 

agree 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

PTCI 


We  are  interested  in  the  kind  of  thoughts  you  may  have  had  after  working  with  your 
patients.  Beiow  are  a  number  of  statements  that  may  or  may  not  be  representative  of  your 
thinking.  Piease  read  each  statement  carefuliy  and  teil  us  how  much  you  AGREE  or 
DiSAGREE  with  each  statement.  There  are  no  right  or  wrong  answers  to  these  statements. 


Totally 

Disagree 

Disagree 

Neutral 

Agree 

Agree  very 

Totally 

disagree 

very  much 

slightly 

slightly 

much 

agree 

People  can't  be  trusted. 

o 

o 

o 

o 

o 

o 

o 

1  have  to  be  on  guard  all  the  time. 

o 

o 

o 

o 

o 

o 

o 

1  feel  dead  inside. 

o 

o 

o 

o 

o 

o 

o 

You  can  never  know  who  will  harm  you. 

o 

o 

o 

o 

o 

o 

o 

1  have  to  be  especially  careful  because  you  never  know  what 

o 

o 

o 

o 

o 

o 

o 

can  happen  next. 

1  am  inadequate. 

o 

o 

o 

o 

o 

o 

o 

1  will  never  be  able  to  feel  normal  emotions  again. 

o 

o 

o 

o 

o 

o 

o 

The  world  is  a  dangerous  place. 

o 

o 

o 

o 

o 

o 

o 

1  can't  rely  on  other  people. 

o 

o 

o 

o 

o 

o 

o 

1  have  no  future. 

o 

o 

o 

o 

o 

o 

o 

People  are  not  what  they  seem. 

o 

o 

o 

o 

o 

o 

o 

1  feel  like  1  don't  know  myself  anymore. 

o 

o 

o 

o 

o 

o 

o 

1  can't  rely  on  myself. 

o 

o 

o 

o 

o 

o 

o 

Nothing  good  can  happen  to  me  anymore. 

o 

o 

o 

o 

o 

o 

o 

Nothing  good  can  happen  to  me  anymore. 


PTGI-SF 


Indicate  for  each  of  the  following  statements  the  degree  to  which  the  change  reflected  in 
the  question  is  true  in  your  life  as  a  result  of  your  work  with  patients  that  were  exposed  to 
traumatic  or  extremely  stressful  events. 


1  did  not 

experience  this 
change 

1  experienced 
this  change  to  a 
very  small 

degree 

1  experienced 
this  change  to  a 
small  degree 

1  experienced 
this  change  to  a 

moderate 

degree 

1  experienced 

this  change  to  a 
great  degree 

1  experienced 
this  change  to  a 
very  great 

degree 

1  changed  my  priorities  about  what  is 

important  in  life. 

o 

o 

o 

o 

o 

o 

1  have  a  greater  appreciation  for  the  value 
of  my  own  life. 

o 

o 

o 

o 

o 

o 

1  am  able  to  do  better  things  with  my  life. 

o 

o 

o 

o 

o 

o 

1  have  a  better  understanding  of  spiritual 

matters. 

o 

o 

o 

o 

o 

o 

1  have  a  greater  sense  of  closeness  with 

others. 

o 

o 

o 

o 

o 

o 

1  established  a  new  path  for  my  life. 

o 

o 

o 

o 

o 

o 

1  know  better  that  1  can  handle  difficulties. 

o 

o 

o 

o 

o 

o 

1  have  a  stronger  religious  faith. 

o 

o 

o 

o 

o 

o 

1  discovered  that  I’m  stronger  than  1  thought  1 

was. 

o 

o 

o 

o 

o 

o 

1  learned  a  great  deal  about  how  wonderful 
people  are. 

o 

o 

o 

o 

o 

o 

UWES-9 


The  following  statements  are  about  how  you  feel  at  work.  Please  read  each  statement 
carefully  and  decide  if  you  ever  feel  this  way  about  your  job.  If  you  have  never  had  this 
feeiing,  check  "Never”,  if  you  have  had  this  feeiing,  indicate  how  often  you  feel  it. 


Never 

never 

Rarely 

Sometimes 

Often 

Very  often 

Always 

At  my  work,  I  feel  bursting  with  energy 

o 

o 

O 

o 

o 

o 

o 

At  my  job,  1  feel  strong  and  vigorous 

o 

o 

O 

o 

o 

o 

o 

1  am  enthusiastic  about  my  job 

o 

o 

O 

o 

o 

o 

o 

My  job  inspires  me 

o 

o 

O 

o 

o 

o 

o 

When  1  get  up  in  the  morning,  1  feel  like  going  to  work 

o 

o 

o 

o 

o 

o 

o 

1  feel  happy  when  1  am  working  intensely 

o 

o 

o 

o 

o 

o 

o 

1  am  proud  of  the  work  that  1  do 

o 

o 

o 

o 

o 

o 

o 

1  am  immersed  in  my  work 

o 

o 

o 

o 

o 

o 

o 

1  get  carried  away  when  I’m  working 

o 

o 

o 

o 

o 

o 

o 

I  get  carried  away  when  I’m  working 


Thank  You  For  Completing  the  Survey 


If  you  have  competed  the  survey  forthe  first  time,  you  will  be  invited  in  6  months  to  completethe  survey  again.  We  will  sendyou  the  invitation  at 
the  email  address  you  have  provided. 

After  oollecting  data  from  both  assessments,  we  would  Iketo  share  the  results  of  the  study  with  you. 

Would  you  like  to  receive  email  information  about  (check  all  that  apply): 

Summary  of  the  survey  results 
Services  that  we  may  offer 
Ever^  or  conferences  we  may  host 

Do  you  have  anycomments  on  the  survey? 


If  you  have  disturbing  thoughts  or  strong  distress  as  the  result  of  completing  thesurvey.  please  contact  one  of  our  therapists  at;  (719)  255-3764or 
(719)  2S5-3763. 

Thank  you  for  completing  the  survey.  We  appreciate  your  help! 

University  of  ColoracJo 
Cotorado  Springs 

Trauma.  Health  &  Hazarda  Cente* 

Prof.  Charles  Benight.  PhD 
THHC  Director 

Valerie  Anderson,  PsyD 
THHC  Clinical  Director 

Trauma,  Health,  and  Hazard  C  enter  (THHC),  University  of  Colorado  at  Colorado  Springs,  1S61  Austin  Bluffe  Parkway,  Suite  102,  Colorado  Springs, 
C  olorado,  S0918 


□ 

□ 

□ 
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University  of  Colorado 
Colorado  Springs 

Trauma,  Health  &  Hazards  Center 


Dear  Military  Mei^ial  H eaKh  Provider. 

Six  months  ago  you  completed  a  survey  about  military  behavioral  health  providers  as  a  part  of  the  SupportN  et  program 
and  agreedto  participate  in  the  second  lAiave  of  the  study.  We  had  an  excellent  response,  and  uue  greatly  appreciateyour 
feedback  and  yourtime.  As  a  part  of  your  continued  participation  in  this  study,  it  is  now  time  to  complete  the  second  and 
final  survey. 

As  you’ll  recall,  the  SupportNet  program  is  sponsored  bythe  US  Army  Medical  Research  and  Materiel  Command. 
Telemedicine& Advanced  Technology  Research  Center  (TATRC)  in  connection  with  the  Trauma  Health  and  Hazards 
Center  at  the  University  of  Colorado  at  Colorado  Springs  (UCCS).  This  study  is  designed  to  better  understand  your  everyday 
work  challenges  and  to  establish  a  network  of  support  to  serve  and  help  you  in  your  important  and  challenging  work. 

Before  starting  the  second  sunrey,  we  would  like  to  tell  you  the  following; 

a)  It  will  take  approximately  25-30  minutes  to  complete  thesuivey. 

b)  You  will  be  prompted  to  enter  your  email  address  at  the  beginning  of  thesurvey.  We  ask  that  you  use  THE  SAME  EMAIL 
ADDRESS  YDU  PROVIDED  INTHE  FIRST  SURVEY(i.e..  the  address  to  which  wesent  you  the  invitation  to  the  second 
survey). 

c)  You  may  recognizesome  of  the  questions  in  the  second  survey.  However,  thetime  frame  of  some  of  the  questions  has 
changed.  We  ask  that  you  carefully  read  the  instructions  at  the  top  of  each  page. 

d)  You  provided  your  informed  consent  during  the  first  survey  and  will  not  be  ^ked  to  do  so  again.  However,  if  you  wish  to 
review  or  withdraw  the  informed  consent,  please  vis  it  this  lirk; 

https  :X'Www.s  urvevmonkev.conVs/SupportNet_lnformed_Consent 

e)  If  you  have  arry  questions  about  the  survey,  please  contact:  Charles  Benight,  Ph.D.,  1420  Austin  Bluf^  Paikway, 

Colorado  Springs.  CO  80918.  (719)  255-4180. 

f)  If  you  experience  disturbing  thoughts  orsirong  distress  while  completing  this  survey,  please  call  one  of  our  therapists  at 
(719)  255-3764  or  (719)  255-3763  or  use  our  toll-free  number  (800)  990-8227  and  ask  for  extension  3754  or  3763. 

Again,  we  greatly  appreciate  your  participation  in  this  program.  Thank  you! 

Prof.  Charles  Benight,  PhD 
Director 

Trauma,  Health,  and  Hazards  Center 
University  of  Colorado  at  Colorado  Springs 


Valerie  Anderson,  PsyD 
Military  Trauma  Specialist 
Ciinical  Director 

Trauma,  Health,  and  Hazards  Center 
University  of  Colorado  at  Colorado  Springs 


Background  Information 


Please  reply  to  the  following  questions.  Your  answers  will  help  us  learn  more  about  who  completed  the  survey. 

^Enter  THE  SAME  e-mail  address  you  provided  in  the  first  survey  (i.e.,  the  address  to 
which  we  sent  you  the  invitation  to  the  second  survey) 


In  what  year  were  you  born?  (enter  4-digit  birth  year;  for  example,  1976) 


In  what  month  were  you  born? 


c 


In  what  state  or  U.S.  territory  do  you  live? 


c 


If  not  in  the  U.S..  in  what  country  do  you  live? 


Current  relationship  status: 

Long-term  committed  relationship  (e.g.,  married  or  domestic  partner) 

Not  in  a  relationship 

What  is  the  highest  ievei  of  school  you  have  completed  or  the  highest  degree  you  have 
received? 

High  school  graduate 

o  Some  college 

Associate's  degree 

o  Bachelor's  degree 
o  Master's  degree 
o  Doctorate  or  professional  degree 


□□□□□□□□□□a 


Major  job  activities  (check  all  that  apply): 

Case  management 
Nursing 

Medication  management 
Emergency  crisis  intervention 
Psychotherapy/Counseling 
Spiritual  support 

Clinical  supervision  for  mental  health  professionals 
Psychological  or  psychiatric  assessment 
Administration 
Research 
Training 
Other  (please  specify) 


ooooooooooooooo 


What  is  your  primary  professionai  roie? 

Psychiatrist 

Medical  doctor  (MD,  DO) 

Clinical  psychologist 
Physician  assistant 
Counselor  or  psychotherapist 
Social  worker 

Clinical  or  psychiatric  social  worker 
Registered  nurse 

Psychiatric  or  mental  health  nurse  practitioner 
Behavioral  analyst 
Expressive  or  art  therapist 
Chaplain 
Family  advocate 
Neuropsychologist 
Marriage  and  family  therapist 


Other  (please  specify) 


□□□□□□□□□□□□□□□□□ 


If  you  provide  therapy,  what  approach  do  you  use?  (check  all  that  apply) 

DOES  NOT  APPLY 
CBT  -  Cognitive  Behavioral  Therapy 
CPT  -  Cognitive  Processing  Therapy 
PE  -  Prolonged  Exposure 

EMDR  •  Eye  Movement  Desensitization  and  Reprocessing 
Stress  inoculation  therapy 
Group  therapy 

Brief  psychodynamic  psychotherapy 
Interpersonal  therapy 
Family  therapy 
Play  therapy 

Neurofeedback/Neuropsychdogy 
DBT  -  Dialectic  Behavioral  Therapy 
REBT  -  Rational  Emotive  Behavioral  Therapy 
ACT  -  Acceptance  and  Commitment  Therapy 
Solution-Focused  Therapy 
Hypnosis 
Other  (please  specify) 


Which  of  the  following  categories  best  describes  your  employment  status? 

Working  1-19  hours  per  week 
o  Working  20-39  hours  per  week 

Working  40  or  more  hours  per  week 
o  Not  employed,  looking  for  work 
o  Not  employed,  NOT  looking  for  work 
o  Retired,  not  working 

o 


Disabled,  not  able  to  work 


Type  of  employment  (check  all  that  apply): 

□  Employee  of  a  for-profit  company  or  business  or  of  an  individual,  for  wages,  salary,  or  commissions 
I  I  Employee  of  a  not-for-profit,  tax-exempt,  or  charitable  organization 

□  Local  government  employee  (city,  county,  etc.) 

□  State  government  employee 

I  I  Federal  government  employee  or  active  duty  military 
I  I  Individual  private  practice 
I  I  Group  private  practice 

□  Working  without  pay 
Other  (please  specify) 


Current  military  status: 

o  Active  duty  military 
o  Reserves  or  National  Guard 
o  Retired  or  former  military 
No  military  service 

Have  you  ever  been  deployed  to  a  combat  zone? 

O 

O 


ICAWS 


For  each  question  below,  indicate  how  often  you  experienced  interpersonal  conflicts  at 

work  during  the  PAST  MONTH. 

Less  than  once 

per  month  or 

never 

Once  or  twice  perOnce  or  twice  perOnce  or  twice  per  Several  times  per 

month 

week 

day 

day 

How  often  do  you  get  into  arguments  with  others  at  work? 

o 

o 

o 

o 

o 

How  often  do  other  people  yell  at  you  at  work? 

o 

o 

o 

o 

o 

How  often  are  people  rude  to  you  at  work? 

o 

o 

o 

o 

o 

How  often  do  other  people  do  nasty  things  to  you  at 

work? 

o 

o 

o 

o 

o 

How  often  does  your  responsibility  for  the  patient  conflict 

with  the  responsibilities  of  your  job? 

o 

o 

o 

o 

o 

ocs 


The  following  items  relate  to  organizational  constraints  at  your  work  during  the  PAST 
MONTH. 


How  often  are  you  constrained  by: 


Less  than  once 

per  month  or 

never 

Once  or  twice 

perOnce  or  twice  perOnce  or  twice  per  Several  times  | 

month 

week 

day 

day 

Poor  equipment  or  supplies. 

o 

o 

o 

o 

o 

Organizational  rules  and  procedures. 

o 

o 

o 

o 

o 

Other  employees. 

o 

o 

o 

o 

o 

Your  supervisor. 

o 

o 

o 

o 

o 

Lack  of  equipment  or  supplies. 

o 

o 

o 

o 

o 

Inadequate  training. 

o 

o 

o 

o 

o 

Interruptions  by  other  people. 

o 

o 

o 

o 

o 

Lack  of  necessary  information  about  what  to  do  or  how  to 

do  it. 

o 

o 

o 

o 

o 

Conflicting  job  demands. 

o 

o 

o 

o 

o 

Inadequate  help  from  others. 

o 

o 

o 

o 

o 

Incorrect  instructions. 

o 

o 

o 

o 

o 

Too  much  paperwork. 

o 

o 

o 

o 

o 

Too  many  patients. 

o 

o 

o 

o 

o 

Too  many  patients. 


Describe  yourwork  during  the  PAST  MONTH.  Please  indicate  your  answer  for  each 
question: 


How  often  does  your  job  require  you  to  work  very  fast? 

How  often  does  your  job  require  you  to  work  very  hard? 

How  often  does  your  job  leave  you  with  little  time  to  get 
things  done? 

How  often  is  there  a  great  deal  to  be  done? 

How  often  do  you  have  to  do  more  work  than  you  can  do 
well? 

How  often  do  you  have  less  work  than  you  would  like  to 
have? 


Less  than  once 

per  month  or 

never 

Once  or  twice  perOnce  or  twice  perOnce  or  twice  per  Several  times 
month  week  day  day 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

STES 


Thinking  back  on  the  LAST  6  MONTHS,  piease  answer  "Yes"  to  the  events  to  which  YOU 
WERE  EXPOSED  THROUGH  YOUR  WORK  WiTH  PATIENTS.  Then  indicate  the  impact  that 
hearing  about  this  event  has  had  on  you. 


TYPES  of  traumatic  events: 


1.  Natural  disaster  (e.g.,  flood,  hurricane,  tornado, 
wildfire,  earthquake). 

2.  Transportation  accident  (e.g.,  car  accident,  train 
accident,  plane  crash). 

3.  Other  serious  accident  (e.g.,  fire,  explosion,  building 
collapse). 

4.  Physical  assault  (e.g.,  being  attacked,  hit,  shot, 
stabbed). 

5.  Sexual  assault  (e.g.,  rape  or  attempted  rape, 
unwanted  sexual  experience). 

6.  Other  life  threatening  crime  (e.g.,  home  invasion, 
hostage  situation). 

7.  Military  combat  or  exposure  to  a  war-zone. 

8.  Life-threatening  illness  or  injury  of  your  client  or 
someone  close. 

9.  Sudden,  unexpected  death  of  someone  close. 

Any  other  stressful  event  or  experience. 

If  yes,  specif  the  traumatic  event; 


INDIRECT  exposure  to  event 


Impact  on  you 


How  many  of  the  TYPES  of  traumatic  events  listed  above  have  you  PERSONALLY 
experienced  in  the  LAST  6  MONTHS? 

QNone  O'*  O®  O®  O® 

During  the  LAST  6  MONTHS,  how  many  of  your  patients  experienced  at  least  one  of  the 
above  events? 


O' 


o 


o 


o 


o  1 00  or  less  A  few 

hundred 


o 


I  A  few 
thousand 


During  the  LAST  6  MONTHS,  how  frequently  have  you  worked  with  patients  who 
experienced  at  least  one  of  the  above  events? 

o  Never  o  A  few  days  o  One  day  a  o  A  few  days  a  o  One  day  a  A  few  days  a  o  Every  day 

in  a  year  month  month  week  week 


How  often  did  you  discuss  these  patients  with  your  colleagues  in  the  LAST  6  MONTHS? 

o  Never  o  A  few  days  o  One  day  a  o  A  few  days  a  o  One  day  a  o  A  few  days  a  o  Every  day 

in  a  year  month  month  week  week 

Thinking  back  on  the  LAST  6  MONTHS,  what  percentage  of  your  patients  have  been 
traumatized? 


Thinking  back  on  the  LAST  6  MONTHS,  what  percentage  of  your  patients  have  described  a 
graphic  military  combat  experience? 


PART  B:  IN  THE  PAST  MONTH 


I  was  reaching  out  to  people  who  care  about  me. 

I  was  showing  caring  or  loving  support  to  my  friends, 
femily,  or  spouse/partner. 

I  was  showing  respect  for  people  and  not  judging  them. 

I  was  pushing  others  away. 

I  was  able  to  let  go  of  things  that  upset  me. 

I  was  aware  of  others  needs  and  able  to  respond  to  them. 

I  was  able  to  react  to  things  in  a  very  organized  and 
effective  manner. 

I  was  seeing  the  good  and  bad  in  all  things. 

I  was  striking  out  at  people  or  pets  (verbally  or  physically). 
I  was  taking  care  of  myself  emotionally. 

I  was  taking  care  of  myself  physically. 

I  was  taking  care  of  my  spiritual  needs. 


Not  at  all 

o 

A  little 

o 

Somewhat 

o 

A  lot 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

MSPSS 


These  statements  relate  to  social  relationships.  Think  about  the  PAST  MONTH.  Could  you 
count  on  the  support  of  others  to  cope  with  DIFFICULTIES  AT  WORK? 


There  is  a  special  person  who  is  around  when  I  am  in  need. 
There  is  a  special  person  with  whom  I  can  share  my  joys  and 


My  family  really  tries  to  help  me. 

I  get  the  emotional  help  and  support  I  need  from  my  family. 
I  have  a  special  person  who  is  a  real  source  of  comfort  to 


My  friends  really  try  to  help  me. 

I  can  count  on  my  friends  when  things  go  wrong. 

I  can  talk  about  my  problems  with  my  family. 

I  have  friends  with  whom  I  can  share  my  joys  and  sorrows. 

There  is  a  special  person  in  my  life  who  cares  about  my 
feelings. 

My  family  is  willing  to  help  me  make  decisions. 


I  can  talk  about  my  problems  with  my  friends. 


onships.  Think  about  the  PAST  MOh 
with  DiFFiCULTiES  AT  WORK? 

Very 

Strongly  Mildly  Mildly 

strongly  Neutral 

disagree  disagree  agree 

disagree 

o  o  o  o  o 

o  o  o  o  o 


o  o 
o  o 


o  o 
o  o 
o  o 
o  o 


o  o 
o  o 


o  o 
o  o 


o  o 
o  o 
o  o 
o  o 


o  o 
o  o 


o  o 
o  o 

o  o 
o  o 


o  o  o  o  o  o 


o  o 
o  o 
o  o 
o  o 


o  o  o  o  o  o 


o  o 
o  o 


QPSNordic 


These  statements  relate  to  social  relationships  at  work.  Think  about  the  PAST  MONTH. 
Couid  you  count  on  the  support  of  others  to  cope  with  DIFFICULTIES  AT  VIK)RK? 
(Leave  your  answer  blank  if  you  do  not  have  a  supervisor  or  coworkers) 


If  needed,  I  can  get  support  and  help  with  my  work  from  my 
immediate  supervisor. 

If  needed,  my  immediate  supervisor  is  willing  to  listen  to  my 
task-related  problems. 

My  work  achievements  are  appreciated  by  my  immediate 
supervisor. 

If  needed,  I  can  get  support  and  help  with  my  work  from  my 
coworkers. 

If  needed,  my  coworkers  are  willing  to  listen  to  my  work- 
related  problems. 


Very 

strongly 

disagree 

o 

strongly 

disagree 

o 

Mildly 

disagree 

o 

Neutral 

o 

Mildly 

agree 

o 

strongly 

agree 

o 

Very 

strongly 

agree 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

WSBMSES 


Relate  the  following  to  your  job.  For  each  situation  described  below,  please  rate  how 
capable  you  are  that  you  can  successfully  deal  with  it.  IF  YOU  HAVE  NEVER  BEEN  IN  THE 
SITUATION  DESCRIBED  BELOW,  THINK  HOW  EFFECTIVELY  YOU  WOULD  HANDLE  THE 
SITUATION,  IF  YOU  ENCOUNTERED  IT  AT  WORK.  Because  people  differ  from  each  other 
in  the  ways  that  they  deai  with  work  situations,  there  is  no  single  correct  answer.  Answer 
with  your  immediate  response  rather  than  spending  a  lot  of  time  thinking  about  your 
answer. 

Please  rate  each  situation  as  you  CURRENTLY  believe. 


PART  A:  "How  capable  am  I  to..." 


Very 

Incapable 

Som  ewhat 

Neither 

incapable 
nor  capable 

Somewhat 

Capable 

Very 

incapable 

incapable 

capable 

capable 

Deal  with  work  pace 

o 

o 

o 

o 

o 

o 

o 

Cope  with  difficult  or  complex  work  tasks 

o 

o 

o 

o 

o 

o 

o 

Deal  with  time  pressure  at  work 

o 

o 

o 

o 

o 

o 

o 

Keep  focused  on  my  work 

o 

o 

o 

o 

o 

o 

o 

Cope  with  the  organizational  changes 

o 

o 

o 

o 

o 

o 

o 

Have  the  skills  necessary  to  do  my  job  effectively 

o 

o 

o 

o 

o 

o 

o 

Deal  with  a  lack  of  information  needed  for  my  work 

o 

o 

o 

o 

o 

o 

o 

Cope  with  the  unclear  expectations  and  requirements  at 

work 

o 

o 

o 

o 

o 

o 

o 

Manage  other  people  and  work  tasks  effectively 

o 

o 

o 

o 

o 

o 

o 

Deal  effectively  with  work  challenges  given  the  resources 

o 

o 

o 

o 

o 

o 

o 

Deal  effectively  with  work  challenges  given  the  resources 
that  I  have 


Please  rate  each  situation  as  you  CURRENTLY  believe. 


PART  B:  "How  capable  am  I  to..." 


Utilize  my  skills  at  work 

Learn  new  things  or  develop  new  abilities  while  doing  my 
job 

Participate  in  decision  making  in  my  organization 
Get  emotional  support  from  my  supervisors 
Get  practical  aid  from  my  supervisors 
Get  practical  aid  from  my  co-workers 
See  potential  for  growth  in  my  job 


Neither 
incapable 
nor  capable 


Somewhat 

capable 


Capable 


Very 

capable 


Very 

incapable 

Incapable 

Som  ewhat 

incapable 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

Please  rate  each  situation  as  you  CURRENTLY  believe. 


PART  C:  "How  capable  am  I  to..." 


Very 

incapable 

Incapable 

Som  ewhat 

incapable 

incapable 
nor  capable 

Somewhat 

capable 

Capable 

Deal  with  a  feeling  that  this  job  wears  me  out 

o 

o 

o 

o 

o 

o 

Handle  the  feeling  that  my  Job  is  useless 

o 

o 

o 

o 

o 

o 

Handle  feeling  annoyed  with  my  patients 

o 

o 

o 

o 

o 

o 

Cope  with  losing  interest  in  my  Job 

o 

o 

o 

o 

o 

o 

Stay  committed  to  myjob 

o 

o 

o 

o 

o 

o 

Deal  with  the  sense  that  my  Job  consists  of  routines  that  are 

o 

o 

o 

o 

o 

o 

not  engaging  to  me  any  more 

Overcome  my  belief  that  there  are  no  Jobs  that  would  satisfy 

me  now 

o 

o 

o 

o 

o 

o 

Cope  with  the  feelings  that  my  professional 
accomplishments  are  smaller  than  1  thought  they  should  be 
at  this  point  in  my  life 

o 

o 

o 

o 

o 

o 

Persist  in  working,  even  when  things  do  not  go  well 

o 

o 

o 

o 

o 

o 

Be  immersed  in  my  work 

o 

o 

o 

o 

o 

o 

See  that  my  work  makes  a  difference  for  others 

o 

o 

o 

o 

o 

o 

Very 

capable 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 


For  each  situation  described  below,  please  rate  how  capable  you  are  to  deal  with  thoughts 
or  feelings  that  occur  (or  may  occur)  as  the  result  of  your  work  with  people  experiencing 
extreme  or  traumatic  events. 

Please  rate  each  situation  as  you  CURRENTLY  believe. 


"How  capable  am  I  to  ..." 


Very 

incapable 


Deal  with  my  emotions  (anger,  sadness,  depression,  anxiety) 
about  working  with  these  people. 

Deal  with  the  impact  these  people  have  had  on  my  life. 

Find  some  meaning  in  what  had  happened  to  these  people. 

Control  reoccurring  distressing  thoughts  or  images  about 
these  people. 

Deal  with  thoughts  that  similar  things  may  happen  to  me. 

Keep  emotional  balance  after  realizing  what  had  happened 
to  these  people. 

Be  supportive  to  others  after  my  experiences  with  these 
people. 

Cope  with  thoughts  that  I  can’t  handle  working  with  these 
people  anymore. 

Get  help  from  others  to  better  handle  working  with  these 
people. 


Incapable 

Som  ewhat 

incapable 

Neither 

incapable 

nor  capable 

Somewhat 

capable 

Capable 

Very 

capable 

o 

o 

o 

o 

o 

O 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

STSS 


The  following  is  a  list  of  statements  made  by  persons  who  have  been  impacted  by  their 
work  with  traumatized  patients.  Read  each  statement,  then  indicate  how  frequently  the 
statement  was  true  for  you  in  the  PAST  MONTH. 


PART  A:  As  a  result  of  my  work  with  traumatized  patients  ... 


Never 

Rarely 

Occasionally 

Often 

Very  often 

1  felt  emotionally  numb 

o 

o 

o 

o 

o 

My  heart  started  pounding  when  1  thought  about  my  work 

with  patients 

o 

o 

o 

o 

o 

It  seemed  as  if  1  was  relMng  the  trauma(s)  experienced 
by  my  patient(s) 

o 

o 

o 

o 

o 

1  had  trouble  sleeping 

o 

o 

o 

o 

o 

1  felt  discouraged  about  the  future 

o 

o 

o 

o 

o 

Reminders  of  my  work  with  patients  upset  me 

o 

o 

o 

o 

o 

1  had  little  interest  in  being  around  others 

o 

o 

o 

o 

o 

1  felt  jumpy 

o 

o 

o 

o 

o 

1  was  less  active  than  usual 

o 

o 

o 

o 

o 

I  was  less  active  than  usual 


How  frequently  were  the  statements  true  for  you  in  the  PAST  MONTH? 


PART  B:  As  a  result  of  my  work  with  traumatized  patients ... 


Never 

Rarely 

Occasionally 

Often 

Very  often 

1  thought  about  my  work  with  patients  when  1  didn’t 

intend  to 

o 

o 

o 

o 

o 

1  had  trouble  concentrating 

o 

o 

o 

o 

o 

1  avoided  people,  places,  or  things  that  reminded  me  of 
my  work  with  patients 

o 

o 

o 

o 

o 

1  had  disturbing  dreams  about  my  work  with  patients 

o 

o 

o 

o 

o 

1  wanted  to  avoid  working  with  some  patients 

o 

o 

o 

o 

o 

1  was  easily  annoyed 

o 

o 

o 

o 

o 

1  expected  something  bad  to  happen 

o 

o 

o 

o 

o 

1  noticed  gaps  in  my  memory  about  patient  sessions 

o 

o 

o 

o 

o 

Below  are  statements  that  relate  to  your  well-being  at  work.  Please  indicate  the  degree  of 
your  agreement  with  each  statement. 


PART  A 

I  always  find  new  and  interesting  aspects  in  my  work 

There  are  days  when  I  feel  tired  before  I  arrive  at  work 

It  happens  more  and  more  often  that  I  talk  about  my  work  in  a  negative 
way 

After  work,  I  tend  to  need  more  time  than  in  the  past  in  order  to  relax 
and  feel  better 

I  can  tolerate  the  pressure  of  my  work  very  well 

Lately,  I  tend  to  think  less  at  work  and  do  my  job  almost  mechanically 

I  find  my  work  to  be  a  positive  challenge 

During  my  work,  I  often  feel  emotionally  drained 


Disagree 

Neither  agree 
nor  disagree 

Agree 

strongly 

agree 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

Please  indicate  the  degree  of  your  agreement  with  each  statement. 


PARTB 


Overtime,  one  can  become  disconnected  from  this  type  of  work 

After  working,  I  have  enough  energy  for  my  leisure  activities 

Sometimes  I  feel  sickened  by  my  work  tasks 

After  my  work,  I  usually  feel  worn  out  and  weary 

This  is  the  only  type  of  work  that  I  can  imagine  myself  doing. 

Usually,  I  can  manage  the  amount  of  my  work  well 

I  feel  more  and  more  engaged  in  my  work 

When  I  work.  I  usually  feel  energized 


Strongly 

disagree 

Disagree 

Neither  agree 
nor  disagree 

Agree 

strongly 

agree 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

PTCI 


We  are  interested  in  the  kind  of  thoughts  you  may  have  had  after  working  with  your 
patients.  Beiow  are  a  number  of  statements  that  may  or  may  not  be  representative  of  your 
thinking.  Piease  read  each  statement  carefuliy  and  teil  us  how  much  you  AGREE  or 
DiSAGREE  with  each  statement.  There  are  no  right  or  wrong  answers  to  these  statements. 


Totally 

Disagree 

Disagree 

Neutral 

Agree 

Agree  very 

Totally 

disagree 

very  much 

slightly 

slightly 

much 

agree 

People  can't  be  trusted. 

o 

o 

o 

o 

o 

o 

o 

1  have  to  be  on  guard  all  the  time. 

o 

o 

o 

o 

o 

o 

o 

1  feel  dead  inside. 

o 

o 

o 

o 

o 

o 

o 

You  can  never  know  who  will  harm  you. 

o 

o 

o 

o 

o 

o 

o 

1  have  to  be  especially  careful  because  you  never  know  what 

o 

o 

o 

o 

o 

o 

o 

can  happen  next. 

1  am  inadequate. 

o 

o 

o 

o 

o 

o 

o 

1  will  never  be  able  to  feel  normal  emotions  again. 

o 

o 

o 

o 

o 

o 

o 

The  world  is  a  dangerous  place. 

o 

o 

o 

o 

o 

o 

o 

1  can't  rely  on  other  people. 

o 

o 

o 

o 

o 

o 

o 

1  have  no  future. 

o 

o 

o 

o 

o 

o 

o 

People  are  not  what  they  seem. 

o 

o 

o 

o 

o 

o 

o 

1  feel  like  1  don't  know  myself  anymore. 

o 

o 

o 

o 

o 

o 

o 

1  can't  rely  on  myself. 

o 

o 

o 

o 

o 

o 

o 

Nothing  good  can  happen  to  me  anymore. 

o 

o 

o 

o 

o 

o 

o 

Nothing  good  can  happen  to  me  anymore. 


PTGI-SF 


Indicate  for  each  of  the  following  statements  the  degree  to  which  the  change  reflected  in 
the  question  is  true  in  your  life  as  a  result  of  your  work  with  patients  that  were  exposed  to 
traumatic  or  extremely  stressful  events. 


1  did  not 

experience  this 
change 

1  experienced 
this  change  to  a 
very  small 

degree 

1  experienced 
this  change  to  a 
small  degree 

1  experienced 
this  change  to  a 

moderate 

degree 

1  experienced 

this  change  to  a 
great  degree 

1  experienced 
this  change  to  a 
very  great 

degree 

1  changed  my  priorities  about  what  is 

important  in  life. 

o 

o 

o 

o 

o 

o 

1  have  a  greater  appreciation  for  the  value 
of  my  own  life. 

o 

o 

o 

o 

o 

o 

1  am  able  to  do  better  things  with  my  life. 

o 

o 

o 

o 

o 

o 

1  have  a  better  understanding  of  spiritual 

matters. 

o 

o 

o 

o 

o 

o 

1  have  a  greater  sense  of  closeness  with 

others. 

o 

o 

o 

o 

o 

o 

1  established  a  new  path  for  my  life. 

o 

o 

o 

o 

o 

o 

1  know  better  that  1  can  handle  difficulties. 

o 

o 

o 

o 

o 

o 

1  have  a  stronger  religious  faith. 

o 

o 

o 

o 

o 

o 

1  discovered  that  I’m  stronger  than  1  thought  1 

was. 

o 

o 

o 

o 

o 

o 

1  learned  a  great  deal  about  how  wonderful 
people  are. 

o 

o 

o 

o 

o 

o 

UWES-9 


The  following  statements  are  about  how  you  feel  at  work.  Please  read  each  statement 
carefully  and  decide  if  you  ever  feel  this  way  about  your  job.  If  you  have  never  had  this 
feeiing,  check  "Never”,  if  you  have  had  this  feeiing,  indicate  how  often  you  feel  it. 


Never 

never 

Rarely 

Sometimes 

Often 

Very  often 

Always 

At  my  work,  I  feel  bursting  with  energy 

o 

o 

O 

o 

o 

o 

o 

At  my  job,  1  feel  strong  and  vigorous 

o 

o 

O 

o 

o 

o 

o 

1  am  enthusiastic  about  my  job 

o 

o 

O 

o 

o 

o 

o 

My  job  inspires  me 

o 

o 

O 

o 

o 

o 

o 

When  1  get  up  in  the  morning,  1  feel  like  going  to  work 

o 

o 

o 

o 

o 

o 

o 

1  feel  happy  when  1  am  working  intensely 

o 

o 

o 

o 

o 

o 

o 

1  am  proud  of  the  work  that  1  do 

o 

o 

o 

o 

o 

o 

o 

1  am  immersed  in  my  work 

o 

o 

o 

o 

o 

o 

o 

1  get  carried  away  when  I’m  working 

o 

o 

o 

o 

o 

o 

o 

I  get  carried  away  when  I’m  working 


Thank  You  For  Completing  the  Survey 


Would  you  like  to  receive  email  information  about  (check  ail  that  apply): 

Summary  of  the  survey  results 
Services  that  we  may  offer 
Events  or  conferences  we  may  host 

Do  you  have  anycomments  on  the  survey? 

If  you  have  disturbing  thoughts  or  strong  distress  as  the  result  of  completing  thesurvey.  please  corttact  one  of  our  therapists  at;  (719)  255-3764or 
(719)  255-3763. 

Thank  you  for  completing  the  survey.  We  appreciate  your  help! 

Univefsity  of  Colorado 
Colorado  Springs 

Trauma.  Health  &  Hazards  Center 

Prof.  Charles  Benight,  PhD 
THHC  Director 

Valerie  Anderson,  PsyD 
THHC  Clinical  Director 

Trauma,  Health,  and  Hazard  C  enter  (THHC),  University  of  Colorado  at  Colorado  Springs,  1861  Austin  Bluffe  Parkway,  Suite  102,  Colorado  Springs, 
C  olorado,  80918 
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28  PROFESSIONAL  BURNOUT 


Charles  Benight  and  Roman  Cieslak 


Researchers  and  praaitioners  have  shown 
increasing  interest  in  job  burnout  since  the 
term  was  coined  independently  by  Herbert  J. 
Freudenberger  and  Qiristina  Maslach  in  the 
late  1970s.  As  of  May  2012  there  were  3,682 
publications  recorded  in  the  Web  of  Knowledge 
database  that  had  job  or  work  burnout  in  the 
topic  In  2010  there  were  419,  and  in  2011 
there  were  493  such  publications.  These  num¬ 
bers  show  that  job  burnout  is  becoming  one  of 
the  most  popular  fields  of  research  in  occupa¬ 
tional  health  psychology. 

The  grtrwing  interest  in  job  burnout  has 
at  least  two  sources.  First,  employees  them¬ 
selves  have  popularized  the  term  "burnout' 
when  describing  their  difficulties  in  deal¬ 
ing  with  intense  work  demands,  challenging 
clients,  and  poor  organizational  resources. 
Second,  occupational  health  psychologists 
have  become  increasingly  focused  on  opera¬ 
tionalizing  the  term,  determining  methods  of 
assessment,  validating  different  constructs, 
and  applying  theoretical  systems  to  map 
burnout's  trajeaory.  This  has  led  to  intrigu¬ 
ing  debates  concerning  identification  of  risk 
and  protective  factors  linked  to  burnout  in 
an  attempt  to  generate  a  knowledge  base  for 
intervention  strategies.  Despite  the  popular 
use  of  the  term,  the  scientific  arena  is  emerg¬ 
ing  with  significant  gaps  between  what  we 
understand  intuitively  and  what  we  under¬ 
stand  through  theory  and  evidence  related  to 
job  burnout. 


DEFINtTIONS  AND  MEASURES 

There  are  many  definitions  and  measures 
for  job  burnout.  Job  burnout  is  'a  prolonged 
response  to  chronic  emotional  and  interper¬ 
sonal  stressors  on  the  job,  and  is  defined  by 
three  dimensions  of  exhaustion,  cynicism,  and 
inefficacy"  (Maslach,  Schaufeli,  &  Leiter,  2001, 
p.  397J.  Although  this  definition  is  the  most 
popular  and  was  used  (or  developing  the  fre¬ 
quently  cited  Maslach  Burnout  Inventory — 
General  Survey  (MBl-GS),  it  is  not  the  only 
one.  Three  other  definitions  suggest  that  job 
burnout  might  be  reduced  to  a  single  common 
experience;  exhaustion.  Each  of  these  defini¬ 
tions  has  led  to  developing  a  different  mea¬ 
sure;  Copenhagen  Burnout  Inventory  (CBl), 
Burnout  Measure  (BM),  Shirom-Melamed 
Burnout  Measure  (SMBM). 

Demerouti  and  her  colleagues  proposed 
yet  another  conceptualization  and  measure  of 
job  burnout  (Demerouti,  Bakker,  Vardakou,  & 
Kantas,  2(K)3).  According  to  their  conceptual¬ 
ization,  job  burnout  consists  of  two  dimen¬ 
sions;  exhaustion  and  disengagement  from 
work,  which  refers  to  "distancing  oneself  from 
one's  work  and  experiencing  negative  attitude 
toward  the  work  objeas,  work  content,  or  one's 
work  in  general'  (p.  14).  Both  dimensions  are 
included  in  the  Oldenburg  Burnout  Inventory 
(OLBI),  an  alternative  to  the  MBl-GS. 
Conceptualization  of  exhaustion  in  the  OLBI 
is  broader  than  that  in  the  Maslach  measure,  as 


138 


PMtJWlAVtaac  CUl  niMl  l» 


y2l/3D13  S57.MPM 


■OUP  UNCORKICnO)  PROM- .  RRSTPROGI'S.  -na  Mir  21  2013.  NI3WG1» 


it  is  seen  as  "a  consequence  of  intensive  physi¬ 
cal,  affeaive,  and  cognitive  strain,  i.e.,  as  a 
long-term  consequence  of  prolonged  exposure 
to  certain  job  demands’  (p.  14). 

In  all  of  these  alternatives  to  the  MBI-GS 
conceptualizations  and  measures,  professional 
inefficacy  (a  hypothetical  third  component 
of  job-bumout)  is  consistently  regarded  as  a 
separate  construa.  Across  all  definitions  the 
overarching  contributing  fiictor  to  burnout  has 
been  intense  prolonged  exposure  to  significant 
job  demands.  Burnout  might  also  arise  from 
other  less  obvious  sources. 

Recently,  job  burnout  has  been  also  per¬ 
ceived  as  the  consequence  of  indirect  expo¬ 
sure  to  trauma  in  professionals  working 
with  traumatized  clients  (Stamm,  2010). 
job  burnout  is  understood  here  in  a  differ¬ 
ent  way  than  in  other  conceptualizations, 
mentioned  above.  This  type  of  burnout  is 
'associated  with  feelings  of  hopelessness  and 
difficulties  in  dealing  with  work  or  in  doing 
your  job  effeaively"  (p.  13).  Job  burnout, 
along  with  secondary  trauma  reactions  (e.g., 
post-traumatic  stress  symptoms)  related  to 
indirect  trauma  exposure,  has  important  neg¬ 
ative  occupational  and  personal  consequences 
including  changes  in  cognitive  beliefs  about 
the  self  and  the  world. 


ANTECEDENTS  OF  )OB  BURNOUT 

The  list  of  job  burnout  antecedents  is  long,  and 
includes  both  situational  and  individual  faaors. 
Two  most  frequently  cited  review  papers  on  job 
burnout  (Cordes  &  Dougherty,  1993,  Masbch 
et  al.,  2001)  indicated  that  job  burnout  might 
be  caused  or  facilitated  by  work  overload,  time 
pressure,  role  conflia,  role  ambiguity,  lack 
of  social  support,  low  control  over  work,  low 
autonomy,  and  insufficient  positive  feedback. 
In  addition  to  these  job  charaaeristics,  impor¬ 
tant  organizational,  social,  and  cultural  values 
that  are  not  supported  or  realized  through  work 
are  critical  to  consider.  The  following  personal¬ 
ity  and  individual  difference  factors  also  were 
found  to  be  prediaive  of  high  job  burnout:  low 
hardiness  (i.e.,  low  commitment  to  job,  low 
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job  control,  and  tendency  to  appraise  situation 
more  like  a  threat  than  a  challenge),  external 
locus  of  control,  passive  or  avoiding  coping 
styles,  low  self-esteem,  and  low  self-efficacy. 
Some  demographic  characteristics  that  con¬ 
tribute  to  job  burnout  indude  younger  age  or 
limited  experience,  being  unmarried  or  single, 
and  higher  level  of  education. 


THEORETICAL  MODELS  OF  )OB  BURNOUT 

Along  with  the  research  aimed  at  testing  the 
correlates  (or  antecedents)  of  job  burnout, 
several  theoretical  modeb  were  proposed  to 
explain  processes  and  psychological  mecha¬ 
nisms  involved  in  developing  job  burnout.  One 
of  the  popular  theories  is  that  job  burnout  is 
a  prolonged  response  to  chronic  work  stress. 
Although  this  thesis  appeals  to  many  praai- 
tioners  and  scientists,  there  are  other  symp¬ 
toms  that,  along  with  the  job  burnout,  may  be 
considered  the  effea  of  prolonged  exposure  to 
chronic  job-related  stress  such  as  depression 
and  work  dissatisfaaion.  Thb  theory  is  not 
specific  enough  to  explain  processes  that  are 
unique  to  job  burnout. 

Other  theoretical  approaches,  so-called 
developmental  models,  concentrate  on  devel¬ 
opmental  trajectories  of  job  burnout  over  time. 
In  these  approaches,  job  burnout  is  not  a  static 
constellation  of  symptoms  but  a  process  that, 
for  example,  may  start  from  emotional  exhaus¬ 
tion  leading  to  cynicism,  which  finally  affects 
perception  of  inefficacy  at  work. 

The  job  demands-resources  (JD-R)  model 
is  currently  the  most  influential  theoretical 
approach  to  understand  job  burnout  (Demerouti 
&  Bakker,  2011).  According  to  this  model,  when 
defining  risk  and  proteaive  faaors  (or  job  burn¬ 
out  one  should  consider  the  occupational  set¬ 
ting.  These  factors,  different  (or  various  work 
settings,  can  be  categorized  into  two  broad 
categories:  job  demands  and  job  resources,  job 
demands  refer  to  those  aspeas  of  the  job  that 
require  effort  or  skills  and  therefore  lead  to 
some  physiological  and  psychological  costs, 
job  resources  relate  to  components  of  the  job 
that  are  helpful  in  (1)  achieving  work-related 
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goals,  (2)  reducing  job  demands  and  costs 
associated  with  these  demands,  and  (3)  stimu¬ 
lating  personal  development  (Demerouti  & 
Bakker,  2011).  Through  health  impairment 
and  motivational  processes,  job  demands  and 
resources  direaly,  or  in  interaaion  with  each 
other,  aflea  job  burnout  and  ultimately  affea 
woik  engagement.  The  JD-R  model  shows  that 
from  organizational  and  individual  perspec¬ 
tives  it  is  important  to  know  what  faaors  lead 
to  a  negative  outcome,  such  as  job  burnout.  At 
the  same  time,  however,  knowledge  about  (ac¬ 
tors  promoting  positive  outcomes,  such  as  work 
engagement,  is  also  necessary. 


WORK  ENGAGEMENT 

Work  engagement  is  sometimes  perceived  as 
the  opposite  end  of  the  job  burnout  dimension 
and  therefore  is  charaaerized  by  high  energy, 
involvement,  and  perceived  efficacy  at  work 
(Maslach  et  al.,  2001).  Another  conceptualiza¬ 
tion  of  work  engagement  is  of  an  independent 
construa,  which  is  negatively  correlated  with 
job  burnout  and  defined  by  three  symptoms: 
vigor  (e.g.,  a  high  level  of  energy  and  persis¬ 
tence),  dedication  (e.g.,  involvement  and  a 
sense  of  significance  of  the  job),  and  absorption 
(e.g.,  concentration  on  a  job  to  the  extent  that 
one  has  a  sense  of  time  passing  quickly;  Bakker, 
Schaufeli,  Leiter,  &  Taris,  2008).  Work  engage¬ 
ment  is  often  measured  with  the  Utrecht  Work 
Engagement  Scale  (UWES,  17-  or  9-item 
version). 


JOB  BURNOUT  AND  WORK  ENGAGEMENT 
AMONG  PSYCHOLOGISTS 

For  pranitioners,  the  notion  that  work  engage¬ 
ment  is  separate  from  the  job  burnout  phe¬ 
nomenon  has  important  implications.  Those 
pranitioners  who  want  to  optimize  their  func¬ 
tioning  at  work  and  improve  work-related 
well-being  should  not  only  take  some  anions 
to  prevent  job  burnout,  but  also  take  some, 
probably  different,  anions  to  increase  work 
engagement.  In  thinking  about  ways  to  foster 


work  engagement  and  reduce  job  burnout,  one 
must  consider  both  contributing  fanors  of 
resources  and  demands.  Generating  increased 
resources  such  as  soda!  suppon  may  influ¬ 
ence  work  engagement  but  not  reduce  burn¬ 
out.  Whereas  reducing  job  demands  might 
positively  impaa  burnout,  it  may  not  increase 
work  engagement.  Importantly,  studies  among 
praaidng  psychologists  have  shown  that 
work-home  conflict  and  home-work  conflia 
are  positively  related  to  job  burnout  and  that 
these  types  of  conflias  may  mediate  the  effeas 
of  job  demancb  and  resources  on  job  burn¬ 
out  (Rupen,  Stevanovic,  &  Hunley,  2009). 
Thus,  determining  an  appropriate  balance 
between  personal  and  pro^sional  demands 
and  resources  is  an  important  challenge  for  all 
psychologists. 


CONSEQUENCES  OF  JOB  BURNOUT 

Job  burnout  has  significant  consequences 
(see  Maslach  et  al.,  2001  for  review).  Most  of 
them  relate  to  job  performance  and  subjective 
well-being  or  health.  Interestingly,  the  same 
outcomes  are  included  in  studies  on  conse¬ 
quences  of  work  stress.  This  indicates  possible 
conneaions  or  overlaps  between  work  stress 
and  burnout  processes.  In  terms  of  job  perfor¬ 
mance,  high  job  burnout  is  related  to  higher 
absenteeism,  higher  turnover  or  intention 
to  quit  the  job,  lower  effeaiveness  at  work, 
and  low  job  or  organizational  commitment. 
It  may  also  affect  organizational  standards 
and  culture,  making  burned  out  individu¬ 
als  less  focused  on  high  quality  performance 
and  respeaing  human  values  in  day-to-day 
operations. 

Discussion  of  health-related  outcomes  of 
job  burnout  should  be  contextualized  in  the 
existing  diagnostic  categories  and  diagnos¬ 
tic  systems.  Job  burnout  symptomatology 
partially  reassembles  diagnostic  criteria  for 
neurasthenia,  described  in  the  World  Health 
Organization's  International  Qassification 
of  Diseases  (lQD-10)  under  code  F48,  "other 
neurotic  disorders."  The  term  "burn-out," 
defined  as  a  "state  of  vital  exhaustion,"  may 
also  be  found  under  code  Z73.0  in  "problems 
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related  to  life-management  difficulty."  Job 
burnout  is  not  recognized  in  the  Diagnostic 
and  Statistical  Manual  (DSM-IV-TR)  but,  in 
the  current  proposal  for  the  DSM  revision, 
it  might  be  classified  under  category  G  05 
"trauma-  or  stressor- related  disorder  not  else¬ 
where  classified." 

Physiological  correlates  of  job  burnout  are 
typical  of  the  effects  of  prolonged  exposure  to 
stress  and  include  more  frequent  and  stron¬ 
ger  somatic  complaints  (e.g.,  headaches,  chest 
pains,  nausea,  and  gastrointestinal  symptoms). 
People  with  high  job  stress  are  also  at  risk  for 
developing  depression  and  anxiety,  but  the  cau¬ 
sality  of  this  relationship  is  not  clear,  as  both 
anxiety  and  depression  may  also  contribute  to 
the  development  of  job  burnout. 


SPILLOVER  AND  CROSSOVER  EFEECTS 
OFJOBBURNOLrr 

Most  definitions  assume  that  job  burnout  is 
related  to  only  one  domain  of  human  func¬ 
tioning  (i.e.,  work  and  job-related  aaivities). 
However,  the  consequences  of  job  burnout 
may  be  experienced  in  other  domains  of  life, 
such  as  family  life.  This  interdomain  trans¬ 
mission  of  the  effects  is  called  spillover.  The 
example  of  negative  spillover  effect  might 
be  a  situation  when  family  roles  or  aaivities 
are  disrupted  due  to  job  burnout.  Positive 
spillover  may  take  place  when  resources 
from  one  domain  (e.g.,  family  life)  are  used 
as  a  proteaive  faaor,  acting  against  devel¬ 
oping  job  burnout  or  reducing  its  negative 
consequences.  For  example,  fulfilled  family 
life  and  satisfaaory  family  relationships 
may  protea  from  emotional  exhaustion  and 
cynicism. 

Whereas  spillover  is  an  intrapersonal 
transfer  of  consequences  across  different 
domains  of  funaioning,  crossover  is  an  inter¬ 
personal  transmutation  of  consequences.  For 
example,  an  employee's  burnout  has  an  effea 
on  a  spouse’s  burnout  and  in  that  indirea 
way  reduces  life  satisfaaion  of  the  sjtouse 
(Demerouti,  Bakker,  &  Schaufeli,  2005).  These 
are  aitical  implications  to  consider  in  develop¬ 
ing  new  interventions  related  to  burnout. 
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PREDICTORS  OF  JOB  BURNOUT 
AMONG  MIUTARY  PSYCHOLCX;iSTS 

There  is  limited  evidence  for  the  prevalence  of 
job  burnout  and  its  risk  faaors  among  military 
mental  health  providers.  Ballenger-Browning 
et  al.  (2011)  showed  that  in  a  nonrepresenta¬ 
tive  sample  of  97  providers,  27.8%  reported 
high  levels  of  emotional  exhaustion,  18.6% 
had  high  levels  of  depersonalization,  and  4.1% 
had  indicated  low  levels  of  personal  accom¬ 
plishment,  measured  with  the  MBl  version 
for  human  services  (MBI-HSS).  The  intensity 
of  job  burnout  among  military  mental  health 
providers  was  compared  to  burnout  levels 
among  730  civilian  mental  health  providers. 
The  results  showed  that  military  providers 
had  lower  depersonalization  and  higher  per¬ 
sonal  accomplishment  (Ballenger-Browning 
et  al.,  2011).  The  same  study  showed  that  risk 
factors  for  emotional  exhaustion  were:  being  a 
psychiatrist  (comparing  to  other  mental  health 
professions),  working  long  hours,  and  being 
female.  High  depersonalization  was  prediaed 
by  having  a  high  percentage  of  patients  with 
personality  disorders  and  low  percentage  of 
patients  with  traumatic  brain  injury  in  provid¬ 
ers'  caseloads.  Low  personal  accomplishment 
was  reported  more  often  by  those  who  were 
not  psychologists,  were  seeing  a  high  number 
of  patients  per  week,  indicated  low  support 
from  work  and  reponed  fewer  years  of  clinical 
experience. 


RECOMMENDATIONS  FOR  MIUTARY 
PSYCHOLOGISTS 

Recommendations  for  job  burnout  preven¬ 
tion  among  military  psychologists  are  difficult 
to  provide  given  the  limited  data  in  this  area. 
However,  the  general  (i.e.,  useful  for  a  majority 
of  working  population)  or  specific  (i.e.,  unique 
for  job  demands  in  that  profession)  interven¬ 
tions  can  focus  on  the  individual  or  the  organi¬ 
zation.  Given  the  unique  nature  of  the  military 
hierarchical  environment,  organizational  inter¬ 
ventions  become  more  complex.  However, 
efforts  should  be  made  to  inaease  workload 
control,  work  flexibility,  and  enhancement 
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of  peer  and  supervisory  support.  Individual 
interventions  that  promote  individual  resource 
development  (self-care  strategies,  work/home 
balance,  symptom  processing),  professional 
skill  promotion,  and  social  resource  enhance¬ 
ment  (peer  support,  friends,  etc)  prove  to  be 
effeaive  in  many  cases.  Military  psychologists 
(Linnerooth,  Mrdjenovich,  and  Moore.  2011) 
shared  the  professional  experiences  that  helped 
them  to  cope  with  job  burnout.  Although  the 
job  demands  were  different  for  the  prede¬ 
ployment,  deployment,  and  postdeployment 
phases,  the  coping  mechanisms  were  similar 
across  these  phases  and  included  investment 
in  individual  resources  (e.g.,  military  and  pro¬ 
fessional  trainings),  developing  social  network 
(family  and  professional  relations),  and  aaing 
proaaively  with  the  awareness  that  ethics  stan¬ 
dards  and  self-care  are  important  parts  of  mili¬ 
tary  psychologists'  jobs.  There  is  more  work  to 
be  done  to  help  determine  the  most  beneficial 
methods  to  assist  military  psychologists. 
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The  study  provides  a  systematic  review  of  the  empirical  evidence  for  associabom  between  job  burnout 
and  secondary  traumatic  stress  (STS)  among  professionab  wotting  with  trauma  survivors,  indirectly 
exposed  to  traumatic  material.  Differences  in  the  coacepcuabzalioo  and  measurement  of  job  burnout  and 
STS  were  assumed  to  moderate  these  associations.  A  systematic  review  of  literacute  yielded  41  original 
studies,  aoalyring  data  from  a  total  of  8.256  workers.  Meta-analysis  indicated  dul  associations  between 
job  burnout  and  STS  were  strong  (weighted  r  -  .69).  Studies  flying  measures  developed  within  the 
compassioo  fatigue  framework  tone  of  the  cooceptuaiizatioas  of  job  bumota  and  STS)  showed  signif* 
kanUy  stronger  rclauonstiips  between  job  burnout  and  STS.  indkaung  a  substantial  overlap  betw'cen 
measures  (weighted  r  -  .74;  55%  of  shaaxl  variance).  Research  applying  ocher  frameworks  and  measures 
of  job  burnout  (i.e..  stressing  the  role  of  enxitioaB]  exhaustioo)  and  STS  (t.&.  focusing  on  symptoms 
resemMtng  posttraumatic  stress  dtsorder  or  a  cognitive  shift  specific  for  vicarious  trauma)  showed 
weaker,  ahhough  still  substantial  associations  (weighted  r  =  J8;  34%  of  shared  vanance).  Significantly 
stronger  associations  between  job  burnout  and  STS  were  found  for  (a)  studies  conducted  in  the  United 
States  conqiared  to  other  counuies;  Cb)  snidies  using  English-language  versions  of  the  questionoaites 
compared  to  other-language  versions,  and  <c)  research  in  predornnanUy  female  samples.  The  results 
suggest  that  due  to  high  correlations  between  job  burnout  and  STS.  there  is  a  substantial  likelihood  that 
a  professional  exposed  to  scoomtary  trauma  would  report  similar  levels  of  job  burnout  and  STS. 
particularly  if  job  burnout  and  STS  were  measured  within  the  framework  of  compassion  fatigue. 

Keywords:  secondary  trauma,  secondary  exposure,  secondary  traumatic  stress,  job  burnout  meto- 
analysis.  compassion  fatigue 


The  concept  of  job  burnout  was  originally  developed  to  assess 
negative  conscc|ucnces  of  work-related  exposure  to  a  broad  range 
of  stressful  situations  experienced  by  human  services  employees 
(Freudenberger,  1974;  Maslach,  1976;  Maslach.  Schaufcli.  & 
Leiter.  2001).  In  particular,  the  provision  of  cate  to  traumati/ed 
populations  may  be  infused  with  high  levels  of  burnout  among 
mental  health  care  providers  and  mental  health  care  administrators 
(Newell  &  MacNeil.  2011).  Burnout  among  health  care  providers 


relates  to  their  well-being,  the  quality  of  life  of  their  patients,  and 
caring  effectiveness  (Cheung  &  Chow.  201 1). 

Recent  research  on  mental  health  providers  has  extended  the 
focus  beyond  job  burnout  to  investigate  the  consequences  of 
exposure  to  specific  stressofs,  such  as  contact  with  people  who 
have  experienced  traumatic  events,  exposure  (o  gr^hic  trauma 
content  (rcporicd  by  the  survivor),  or  exposure  to  people’s  cruelty 
to  OTK  another  (Pcarlman  &  Saokvitne.  1995).  These  job-related 
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strcssors.  speciHc  to  human  service  professionals  working  with 
trauma  victims  or  sur>'ivofs.  have  been  labeled  with  several  terms, 
such  as  secondary  exposure  or  indirect  exposure  to  trauma. 

ProfessionaU  exposed  to  trauma  indirectly,  through  their  work, 
may  suffer  from  consequences  or  symptcMns  unique  to  this  occu> 
pational  group,  compared  to  other  occupations  (Beck.  2011). 
lltcsc  specific  consequences  of  indirect  trauma  exposure  have 
been  cooceptualucd  as  secondary  or  vicarious  traumatization  (Mc¬ 
Cann  &  Pearlman.  1990).  secondary  postlraumatic  stress  disorder 
(PTSD;  Bride.  Robinson.  Yegidis.  &  Kglcy.  2004),  and  compas¬ 
sion  fatigue  (Figley.  2002).  Significanl  elevation  of  symptoms  of 
compassion  fatigue  may  be  expected  among  mental  health  provid¬ 
ers.  including  those  working  in  the  public  sector  setting  (Newell  & 
MacNcil.  2011). 

Secondary  trauma  or  secondary  PTSD  may  occur  due  to  work- 
rdalcd  indirect  exposure  aitd  in  the  context  of  family-related 
indirect  exposure.  Besides  human  serv'ices  workers,  populations  at 
risk  for  indirect  exposure  include  family  members  or  intimate 
partners  of  survivors  of  various  types  of  trauma,  for  example, 
veterans  or  active  duty  soldiers,  motor  vehicle  trauma  survivors,  or 
abuse  survivors  (cf.  Lambert.  Kngb.  Hasbun.  &.  Holzer.  2012).  The 
present  study  focused  on  consequettces  of  work -related  exposure 
and.  therefore,  our  analyses  excluded  family-related  indirect  ex¬ 
posure. 

The  ongoing  discussion  about  the  constructs  of  burnout,  com¬ 
passion  fatigue,  and  secondary  traumatization  (Jenkins  &  Baird. 
2002)  has  shown  that  although  there  are  subtle  differetKes  between 
them,  they  are  also  partially  overlapping.  So  far.  the  debate  has 
been  dominated  by  narrative  analyses  of  these  differences  with 
limited  empirical  evaluation  (R.  E.  Adams.  Boscarino.  &  Figley. 
2006;  Jenkins  &  Baird.  2002;  Sabo.  2011;  Thomas  &  Wilson. 
2004).  In  contrast,  comprehensive  analyses  empirically  testing 
similarities  and  differences  between  respective  constrxKts.  and  thus 
providing  overarching  conclusions  across  the  recent  research,  are 
clearly  needed.  To  fill  this  void,  our  meta-analysis  investigated  the 
relationships  among  job  burnout  arvd  psychosocial  consequences 
of  a  sccoiKlary  exposure  to  trauma  (ix.,  compassion  fauigue.  sec¬ 
ondary  PTSD,  or  vicarious  trauma:  collectively,  secorvdary  trau¬ 
matic  stress  [STS])  in  professionals  working  with  trauma  survi¬ 
vors. 

Job  Burnout 

Job  burnout  may  be  defined  as  a  prolonged  three-dimensional 
response  to  job  stressors,  encompassing  exhaustion,  cynicism,  arvd 
incfficacy  (Maslach  et  al..  2001).  In  contrast  to  the  prxiposal  of 
Maslach  et  al.  (2001),  three  related  approaches  suggest  that  job 
burnout  might  be  reduced  to  a  single  common  experience:  exhaus¬ 
tion.  The  first  of  these  approaches  defines  as  physical,  emotional, 
and  mental  exhaustion  (Malach-Pir>es.  2005).  According  to  the 
second  conceptualization,  burnout  concems  physical  arMl  psycho¬ 
logical  fatigue  and  exhaustion  (Kristensen.  Bonitz.  Villadscn.  & 
Christensen.  2005).  measured  in  a  domain-specific  context  The 
third  approach  defines  burnout  as  physical,  emotional  energy,  and 
cognitive  exhaustion,  which  may  result  in  depletion  of  coping 
resources  (Shirom  &  Melamed.  2(X)6). 

Not  all  contemporary  theorists,  however,  have  landed  on  the 
one-dimensional  exhaustion  frame  for  burnout.  A  two-dimensional 
job  burnout  framework  proposed  by  Dcmciouti.  Bakkcr.  Vaida- 


kou.  and  Kantas  (2003)  focuses  on  exhaustion  and  diseng^ement 
(ix.,  distancing  orteself  bom  work  aiKl  negative  attitude  tow-ard  the 
work-related  objects  and  tasks).  Demerouti  ct  aJ.  (2003)  proposed 
a  relatively  broad  cotKcptualizalion  of  burnout,  defined  as  kmg- 
term  consequences  of  prolonged  exposure  to  job  demands.  Obvi¬ 
ously.  there  is  a  potential  overly  between  cyniciun  aivd  negative 
attitude  toward  work  bringing  this  approach  closer  to  that  of 
Maslach  ct  al.  (2001). 

The  variety  of  conceptualizations  and  operationalizations  of  the 
job  burnout  construct  raises  many  corKcms.  Scientific  advance¬ 
ment  relics  on  agreed  on  definitions  and  measurement.  In  the  case 
of  job  burnout,  there  appears  to  be  consensus  only  related  to  the 
exhaustion  component.  Our  mcta-analytic  review,  iiKluding  mod¬ 
erator  analyses,  provides  critical  information  to  clarify  some  of 
these  conceptual  challenges.  The  area  of  STS  also  falls  victim  to 
construct  definition  confusion. 

SecoDdan'  Traumatic  Stress 

In  the  present  study,  we  use  the  umbcella  term  secondary  trau¬ 
matic  stress  to  discuss  such  effects  of  secondary  exposure  as 
secondary  PTSD  (Bride  ct  al.,  2004).  vicarious  traumatization 
(McCann  &  Pbariman.  1990),  and  the  STS  a^icct  of  compassion 
fatigue  (Figley,  2002). 

STS  (also  called  secondary  PTSD)  is  usually  conceptualized  as 
reactions  resembling  PTSD,  and  thus  includes  symptoms  that  arc 
parallel  to  those  observed  in  people  directly  exposed  to  trauma 
(Bride  et  al..  2004).  There  arc  three  clusters  of  sym|Moms;  intrusive 
fccxpcficncing  of  the  traumatic  material,  avoidmcc  of  trauma 
triggers  and  emotions,  and  increased  physical  arousal  (Bride  ct  al., 
2004).  These  consequences  arc  assumed  to  result  from  indirect 
exposure  to  trauma  among  human  services  providers  whose  clients 
or  patients  suffered  from  primary  exposure. 

The  concept  of  vicarious  trauma  focuses  on  cognitive  effects  of 
indirect  exposure  (Pearlman.  1996).  A  negative  shift  in  worldview 
occurs  as  a  result  of  an  cmpathetic  engagement  with  clients’  or 
patients'  traumatic  material  (Pearlman.  1996).  The  symptoms  of 
vicarious  trauma  include  disturbances  in  the  professional's  cogni¬ 
tions  in  five  areas  (ix..  safety,  trust,  esteem,  intimacy,  and  control), 
in  reference  to  oneself  and  others  (Pearlman  &  Saakvhnc,  1995). 

Another  theoretical  framcwoik  uses  the  term  compassion  fa¬ 
tigue  toexf^ain  the  consequences  of  secondary  exposure  to  trauma 
at  work  (Figley  &  Klebcr.  1995).  Compassion  fatigue  is  defined  as 
a  reduced  empaihic  capacity  or  client  interest  manifested  through 
behavioral  and  emotional  reactions  from  exposure  to  traumatizing 
experiences  of  others  (R.  E.  Adams  et  al..  2006).  Initially,  the 
broad  dcfuiition  of  compassion  fatigue  (Figley  &  Klcber.  1995) 
focused  on  any  emotional  duress  experienced  by  persons  having 
close  contact  with  a  trauma  survivor.  More  recently,  aspects  of 
burnout  were  additionally  incorporated  into  the  compassion  fa¬ 
tigue  concept  capturing  the  element  of  energy  depletioo  (Stamm. 
2010). 

(X  import,  the  definition  of  job  burnout  included  in  compassion 
fatigue  differs  from  the  more  common  approaches  rcvievied  earlier 
that  focus  more  on  exhaustion  (e.g.,  Demerouti  ct  al..  2003; 
Maslach  ct  al..  2001).  Within  the  compassion  fatigue  framework, 
burnout  is  described  as  being  "associated  with  feelings  of  hope¬ 
lessness  and  difficulties  in  dealing  with  wovk  or  in  doing  your  job 
effectively"  (Stamm.  2010,  p.  13).  It  is  not  completely  clear 
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whether  the  resulting  construct  compassion  fatigue  is  unitary  or 
composed  of  two  distinct  dimensions  (Figicy  &  Stamm.  1996; 
Jenkins  &  Baird.  2002),  although  some  evidence  has  suggested  a 
two-dimension  structure  (R.  E.  Adams  et  al..  2006).  Compassion 
fatigue  is  measured  with  the  Professional  Quality  of  Life  (Pro- 
QCX.;  Stamm.  2010).  Compared  to  other  job  burnout  scales,  the 
buTiKMit  items  of  the  ProQOL  arc  not  focused  on  exhaustion 
symptoms,  but  instead,  refer  to  lack  of  well-being,  negative  atti¬ 
tudes  toward  work,  work  overload,  or  a  lack  of  self-acceptance. 

Burnout  and  other  conscqucrKcs  of  secondary  exposure  to 
trauma  (e.g..  secondary  PTSD  and  compassion  fatigue)  should  be 
moderately  related,  because  their  theoretical  framewoHcs  each 
have  a  different  emphasis.  Besides  exposure  to  clients’  reports  of 
their  traumatic  cxpcficncc.  burnout  is  related  to  workplaoe  struc¬ 
tural  strains  and  chronic  organisational  issues  (Ixe.  Lim.  Yang.  & 
Lee.  201 1).  PTSD-like  symptoms  of  secondary  PTSD  and  vicari¬ 
ous  traumatization  are  conceptually  linked  only  to  those  workplace 
factors  that  refer  to  indirect  exposure  to  trauma  content  (Jenkins  & 
Baird.  2002;  Schauben  &  Frazier.  1995).  In  contrast,  compassion 
fatigue  refers  to  a  broad  range  of  emotional  or  cognitive  conse¬ 
quences  of  secondary  exposure.  We  believe  that  diffcrertccs  in 
defining  and  measuring  the  effects  of  indirect  traumatization  may 
be  crucial  for  testing  the  relationship  between  job  burnout  and 
other  consequences  of  secondary  exposure  to  trauma. 

Collectively,  the  research  on  bunK>ut  and  negative  consequences 
related  to  secondary  exposure  to  trauma  suffers  from  definitional 
and  measurement  challenges.  Understanding  possible  moderators, 
such  as  culture  and  gender,  may  ofler  important  insights. 

The  Role  of  Culture,  Gender,  and  the  Type  of  Work* 
Related  Exposure  to  Trauma 

Professionab  from  different  countries  performing  the  same  job 
may  differ  in  job  bumouL  For  example.  Japanese  nurses  reported 
lower  levels  of  personal  aocompiishment  and  higher  levels  of 
emotional  exhaustion  and  depersonalization  compared  to  nurses 
from  the  United  Stales.  Canada,  the  United  Kingdom.  Germany, 
and  New  Zealand,  with  Russian  and  Armenian  nurses  reporting  the 
lowest  levels  of  job  burnout  (Poghosyan.  Aiken.  &  Sloane.  2009). 
A  Kuropcao  study  showed  that  the  highest  percentages  of  family 
doctors  with  job  burnout  were  identified  in  the  United  Kingdom. 
Italy,  and  Greece  (Soler  ct  al..  2008).  Professionals  from  Fiji  or 
Brazil  may  suffer  from  higher  levels  of  job  burnout  than  profes¬ 
sionab  in  Israel.  France.  Germany,  or  China  (Penewd  ct  al..  2002). 

The  concepts  of  job  burnout  and  compassion  fatigue  were 
developed  in  the  United  Stales,  and  a  large  proportion  of  studies 
investigating  the  associations  between  these  constructs  w-crc  con¬ 
ducted  in  North  America.  However,  a  growing  number  of  studies 
have  discussed  data  collected  in  other  countries  (Tborcsen.  Tpn- 
nessen.  Lindgaard.  Andreassen,  &  Weisarth.  2009).  Trauma  re¬ 
searchers  have  suggested  that  culture  b  a  critical  factor  to  consider 
(Marshall  &  Suh.  2003).  The  sociocultural  context  may  determine 
the  outcomes  of  exposure  in  several  ways,  such  as  shaping  emo- 
ticMial  experiences  and  emotional  processing  (Bracken.  2001;  Mar¬ 
shall  &  Suh.  2003).  Furthermore,  critical  determinants  of  devel¬ 
oping  the  consequeiKes  of  secondary  exposure  to  trauma,  such  as 
existing  policies,  social  resources,  and  organizational  charactens- 
tics  (Voss  HonelL  Hdohan.  Didion.  &  Vance.  201 1),  are  likely  to 
vary  across  countries.  Thus,  our  research  investigated  the  moder¬ 


ating  role  of  cultural  context  (defined  as  the  country  of  data 
collection)  in  the  relationship  between  burnout  and  other  conse¬ 
quences  of  indirect  trauma  exposure. 

Gender  is  also  important  to  consider.  Female  professionab  ate 
likely  to  report  higher  Icvcb  of  aspects  of  burnout  referring  to  the 
depletion  of  emotional  reserves  (Watts  &  Robertson.  2011)  or 
higher  levels  of  compassion  fatigue  (Sprang.  Clark.  &  Whitt- 
Wooslcy,  2007).  The  associations  between  gctvdcr  and  PTSD-like 
symptoms  among  professionals  with  secondary  exposure  arc  un¬ 
clear  (Sprang.  Craig.  &  Gark.  201 1).  Furthermore,  the  effects  of 
gender  on  burnout  may  be  higher  in  the  United  Stales  than  in 
European  countries,  where  there  arc  smaller  reported  differences  in 
burnout  levels  among  men  and  women  (Purvanova  &.  Muros. 
2010).  It  remains  unknown,  bowcv'cr.  whether  gender  may  mod¬ 
erate  the  associations  between  job  burnout  and  STS. 

Some  occupations  are  characterized  by  a  low  likelihood  of 
direct  exposure  to  work-rel^cd  trauma  (c.g..  therapists),  in  con¬ 
trast  to  professionals  who  work  at  the  epicenter  of  trauma  (c.g.. 
paramedics,  rescue  workers)  and  thus  may  be  also  directly  exposed 
(Argcnlcro  &  Setti.  2011;  HaJpem.  Maunder.  Schwartz..  &.  Gurev¬ 
ich.  201 1).  Being  a  member  of  an  occupational  group  with  an 
increased  likelihood  of  both  direct  and  indirect  exposure  to  work- 
related  trauma  may  be  an  important  determinant  of  STS  and 
burnout  (Palm.  Pblusny.  &  Follettc.  2004).  The  present  study 
investigated  the  moderating  cflicct  of  the  type  of  work-related 
trauma  exposure,  with  the  type  of  occupation  as  the  indicator  of  the 
exposure. 

.Alms 

Although  research  evidence  for  the  relationships  between  job 
burnout  and  other  consequerKrs  of  indirect  trauma  exposure  (i.e.. 
PTSD-like  symptoms,  compassion  faliguc.  vicarious  traumatiza¬ 
tion)  among  workers  exposed  to  secondary  trauma  is  accumulat¬ 
ing.  the  overarching  synthesis  of  these  relationships  is  missing. 
Systematic  review  and  meta-analytic  strategies  offer  an  option  for 
evaluating  the  available  literature.  This  study  aimed  at  systemati¬ 
cally  reviewing  and  meta-analyzing  the  strength  of  associations 
between  job  burnout  and  other  psychosocial  consequences  of 
work-rebled  indirect  exposiue  to  trauma  in  professionals  working 
with  trauma  surv  ivors.  It  was  hypothesized  that  these  associations 
may  be  moderated  by:  (a)  the  type  of  measurement,  (b)  the 
conceptualization  of  job  burnout  and  STS.  (c)  gender,  and  (d)  the 
types  of  occupations  involving  primary  and  secondary  exposure, 
compared  to  types  of  occupations  involving  only  secondary  expo¬ 
sure.  To  evaluate  cultural  corttext.  wc  explored  differeiKes  be¬ 
tween  the  findings  obtained  in  the  United  States  and  other  coun¬ 
tries.  as  well  as  the  differences  in  findings  obtained  for  Engli^- 
language  measures  versus  other-language  measures. 

Method 

IJterature  Search 

A  systematic  database  search  of  studies  on  STS  and  job  burnout 
was  conducted  for  independent  studies  availaMc  before  2012.  The 
search  included  the  following  databases:  PILOTS.  ScicnccDirect, 
Scopus,  and  Web  of  Knowledge.  Combitmions  of  the  keywxmls 
related  to  job  burnout  {burnout  or  bum-out)  and  secondary  trau- 
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matic  stress  (frairrvaa*,  posttrauma*)  were  used,  with  asterisks 
indicating  that  a  keywoed  may  consist  of  the  stem  and  any  suHia 
(e.g..  traumatic).  To  ensure  that  various  concepts  and  terms  refer¬ 
ring  to  STS  were  included,  we  also  used  such  keywords  as  com¬ 
passion  fatigue  and  PTSD.  Manual  searches  of  the  referertce  lists 
were  conducted.  If  the  original  article  did  not  provide  all  details 
essential  for  meta-analyses  (e.g..  reliability,  correlation  coeffi¬ 
cients).  the  authors  of  original  studies  were  asked  to  (wovidc 
re^>cctivc  information.  To  minimize  a  possible  bias,  at  least  two  of 
the  authors  (K.  S.,  R.  C..  A.  D.«  or  B.  M.)  were  involved  at  all 
stages  of  data  extraction,  coding,  synthesis,  and  analysis.  The 
Cochrane  systematic  review  methods  were  applied  (Higgins  & 
Green.  2(X)8). 

Inclusion  Ciiteria4  Exclusion  Criteria,  and  Data 
Abstraction 

The  following  inclusion  criteria  were  implenKnied;  (a)  STS  and 
job  burnout  were  measured  at  some  time  point  in  the  original 
study;  (b)  the  relationship  between  STS  aiKl  job  burnout  was 
assessed,  or  authors  provided  appropriate  statistics  on  request;  (c) 
articles  reported  statistics  that  could  be  converted  into  Pearson's 
coefficient  (e.g..  /  test,  F  test.  z  test):  (d)  original  studies 
enrolled  workers  performing  job  tasks  involving  contact  with 
traumatized  clients/poticots  or  traumatic  material.  English- 
language  publication  restriction  was  applied  (although  the  mea¬ 
surement  itself  could  be  in  a  non-HngUsh  language).  Dissertations 
and  book  chapters  were  excluded.  Studies  applying  qualitative 
methods,  narrative  reviews,  and  research  on  nonworkers  (e.g., 
student  samples)  were  excluded.  When  two  or  more  studies  used 
the  same  sample,  only  one  publication  was  included.  Details  of  the 
selection  process  are  presented  in  Figure  1.  The  initial  search 
resulted  in  337  articles.  The  selection  processes  resulted  in  45 
studies  meeting  all  iiKlusion  criteria.  However,  four  of  those 
studies  were  excluded  friun  further  analysts,  because  they  were 
identified  as  outliers,  with  z  scores  greater  than  10  or  less  than  —  10 
(Alkcma.  Linton.  &  Davies.  2008;  Backholm  &  Bjorkqvist.  2010; 
Lauvrud.  Nonstad,  &  Palmsticma.  2(X)9;  Maunder  et  al..  2006). 
Thus.  41  original  studies  were  analyzed  (sec  Ttdile  1). 

Descriptive  data  (including  country  where  a  study  was  con¬ 
ducted.  sample  size,  participants’  gender  arni  occupations,  mea¬ 
surement.  and  design)  were  extracted  and  verified  by  two  of  the 
authors.  Relevant  statistics.  itKluding  reliability  coefficient, 
and  measures  of  association  (or  statistics  allowing  for  comput¬ 
ing  these  associations)  were  also  retrieved.  Any  disagreement  in 
the  processes  of  data  cxtracticMi  was  resolved  by  a  consensus 
method. 

Coding 

Two  main  categories  of  negative  consequences  of  secondary 
exposure  to  trauma  were  analyzed.  The  first  main  category,  called 
STS.  was  defined  as  negative  emotional  or  cognitive  consequences 
of  indtfcct  exposure  to  trauma,  such  as  (a)  PTSD-like  symptoms 
measured  by  the  Secondary  Trauma  Stress  Scale  (Bride  et  al., 
2004).  the  Impact  of  Event  Scale  (Horowitz.  Wilncr.  &  Alvarez. 
1979).  or  the  Impact  of  Event  Scale-Revised  (Weiss  &  Marmar. 
1997);  (b)  vicarious  trauma — a  cognitive  shift  in  worldview,  de¬ 
fined  by  Pcarlman  (1996)  and  measured  by  the  Traumatic  Stress 


Figure  7.  Selection  of  studies  for  the  meta-analysis. 


Institute  Belief  Scale  (Pcarlman.  1996);  or  (c)  an  aspect  of  com¬ 
passion  fatigue,  defined  by  Figlcy  and  coworkers  (e.g..  Hgicy  & 
Stamm.  1996)  and  measured  by  the  Secondary  Traumatic  Stress 
subscalc  of  the  ProQOL  (Stamm.  2000).  the  Compassion  Satisfac¬ 
tion  and  Fatigue  Test  (CSFT;  cf.  Hgicy  &  Stamm.  1996).  the 
Compassion  Fatigue  (Questionnaire  (CPQ;  Figlcy  &  Klebcr.  (995). 
or  the  Compassion  Fatigue  Scale-Revised  (CFS-R;  R.  E.  Adams  ct 
al..  2006). 

Job  burnout,  the  second  key  category  analyzed,  was  defined  as 
consequences  of  work  related-stress  focusing  on:  (a)  the  emotional 
exhaustion  component  of  job  burnout,  as  measured  by  the  Maslach 
Burnout  Inventory  (MBI;  Maslach.  Jackson.  &.  Lcitcr.  1997).  the 
Oldenburg  Burnout  Inventory  (OLBl:  Halbcslcbcn  &  Dcmcrouti. 
2005).  the  Rescue  Worker  Burnout  (Questionnaire  (Musa  dc 
Hamid.  2008).  the  Burnout  Measure  (Malach-Pincs.  2005),  or  the 
Copenhagen  Burnout  Inventory  (Kristcnsoi  ct  al..  2(X)5);  or<b)  a 
concept  derived  from  the  compassion  fatigue  framew-ork  and 
broadly  dcfirKd  by  Hgicy  and  coworkers  (e.g..  Figlcy  &  Slarran. 
1996)  as  referring  to  lack  of  well-being,  negative  attitudes  toward 
work,  work  overload,  or  a  lack  of  self-acceptance,  measured  by  the 
Job  Burnout  subscalcs  of  the  Pro(QOL  (Stamm.  2010).  the  CSFT 
(cf.  Figlcy  &  Stamm.  1996).  the  CPQ  (Hgicy  &  Klebcr.  1995).  or 
the  CFS-R  (R-  F  Adams  ct  al.,  2006). 

The  moderating  factors,  referring  to  the  measurement,  theoret¬ 
ical  framework,  cultural  factors  (ijC..  country,  language),  and  gen¬ 
der.  were  combined  into  the  following  categories:  (a)  the  type  of 
measurement  used  for  STS  assessment  (measures  of  cognitive  shift 
or  PTSD-like  symptoms  vs.  measures  of  compassion  fatigue):  (b) 
the  type  of  assessment  of  job  burnout  (the  Pro(QOL  Burnout 
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Table  I 

Summary  of  the  Studies  Included  in  the  Meta-Anahsis 


Study  (first  author, 
publicatioo  year) 

N(% 

meal 

Occupation 

Study  design 

STS  measure  (a) 

Job  burnout  measure 
(a) 

Country 

r 

K.  B.  Adams  (2001) 

185(18) 

Clinical  social  workers 

Cross-sectional 

TSI  Belief  Scale 
(.93) 

CFS-R  (.80) 

MBI  (.75.  .78.  .90) 

United  Stales 

.494 

R.  E.  Adarm  (2006) 

236(20) 

Social  workers 

Cfoss-sectionaJ 

CFS-R  (.90) 

United  Stales 

.642 

Argeciero  (2011) 

781* (58) 

Rescue  workers 

Cross-sectional 

STSS  (.82) 

MBI  (.75.  .81.  .86) 

Italy 

.751“ 

Ben-Poral  (2011) 

214‘(I5) 

Social  workers 

Cross-sectional 

STSS  (.88)“ 

Burnout  Measure  (.921^ 

brul 

.878“ 

Berger  (2011) 

80(0) 

Well  baby  clinic  nurses 

Longitudinal 

Pro(?OL  (.77-.79) 

ProQOL  (.77-.79) 

brael 

.505“ 

Birck  (2002) 

25(40) 

Professionals  at  Ueatment 

Cross-sectional 

CSFT  ( J7-.90> 

CSFT  (.87-  90) 

Germany 

.881 

Borlson  (2010) 

126(12) 

cerdef  for  torture  victims 
Nurses 

Cross-sectional 

ProQOL  (.81) 

ProQOL  (.75) 

United  Stales 

.795 

Cwmel  (  2009) 

106(47) 

Therapists 

Cross-sectional 

ProQOL  (.81) 

Pro(?OL  (.79) 

United  Stales 

.825 

Chang  (2011) 

102(100) 

Soldsm 

Cross-secUonal 

ProQOL  (.68) 

ProCJOL  (.65) 

China 

.827 

Ctreenis  (2011) 

129(NA) 

Nurses 

Cross-sectional 

ProQOL(.8l)“ 

MBI  (.71.  .79.  .90)“ 

Latvia 

.719 

Cohen  (2006) 

37  (NA) 

Social  workers 

Cross-sectional 

CFQ  (.80) 

CFQ  (.84) 

Israel 

.730 

Collins  (2003) 

13(46) 

Health  care  workers 

Loi^itudinal 

CSFT  (.80) 

CSFT  (.86) 

Ireland 

.941 

Conrad  (2006) 

355-(IO) 

Child  protection  workers 

Cross-sectional 

CSFT(A4) 

CSFT  (.84) 

United  Stales 

.842“ 

Craig  (2010) 

532  (34) 

Trauma  therapists 

Cross-sectional 

Pro(^L  (.81) 

Pro(JOL  (.73) 

United  Stales 

.663 

DeviUv(2009i 

150(29) 

Mental  health  professionals 

Cross-sectional 

STSS  (.93) 

CBI  (.85.  .86.  .87) 

Australia 

.625 

Eastwood  (2008) 

57(25) 

Childcare  workers 

Cross-sectional 

ProQOl.  (.80) 

ProQOl.  (.72) 

United  Stales 

.771 

Flannelly  (2005) 

149(54) 

Chaplains 

Cross-sectional 

ProQOL  (.87) 

Pro(?OL  (.83) 

United  Stales 

.777 

Cakk  (2011) 

331 (55) 

Chaplains 

Cross-sectional 

CSFT  (.83) 

CSFT  (.85) 

Canada.  United 

.190 

CibtxHis  (2011) 

62  (NA) 

Social  workers 

Cross-sectional 

Pro(}OL(.8l)“ 

ProCJOL  nst 

Stales 

Fz^laod 

.616 

Halpeni  (2011) 

189(62) 

Ambulance  workers 

Cfoss-sectionaJ 

ES-R  (.91) 

MBI  (.83)* 

fanarfa 

.454“ 

Hatcher  (2010) 

50(29) 

Clinicians  for  sexual  offenders 

Cross-sectional 

PrcKJOL  (.81)“ 

ProCJOL  (.75)^ 

Australia 

.648“ 

Jenkins  (2002) 

99(4) 

Counselors 

CrosS'SecUonal 

CSFT(A<) 

MBI  (.81.  .91.  .92) 

United  Stales 

.435 

Kadambi  (200f) 

211(16) 

Therapists 

Cross-sectional 

IES(.88f 

MBI  (.71.  .79.  .901* 

Canada.  United 

.326 

Killian  (2008) 

104(21) 

Therapisls 

Cross-sectional 

ProQOl.  (.86)“ 

MBI  (.88)“ 

Slates 

United  Slates 

.690“ 

Kraus  (2005) 

90(43) 

Ment^  health  professionals 

Cross-sectional 

CSFT  (.85) 

CSFT  (.80) 

United  Stales 

.788 

LaFauci  Schutt  (201 1) 

l&i(65) 

Emergenev  management 

Cross-sectsonaJ 

PCL-C  (.94) 

Pro(JOL  (-73) 

United  Stales 

.676 

Lawson  (2011) 

506(21) 

professionals 

Counselocs 

Cross-sectional 

ProQOL  (.80) 

ProCJOL  (.78) 

United  Slates 

.776“ 

Meadors  (2009-2010) 

167(14) 

Pediatric  health  cate  f»o>iders 

Cross-sectional 

STSS  (.91) 

ProC^L  (.66) 

United  Stales 

.813 

Mitaoi  (2006) 

243(97) 

Firefighlers 

Cfoss-sectionaJ 

ES-R  (.94)* 

MBI  (.81.  .85.  .87)“ 

Japan 

.396 

Musa  (2008) 

53(49) 

Aid  workers 

Cross-sectional 

Pro(JOL  (.87) 

RWBQ  (.73) 

Sudan 

.602 

Perez  (2010) 

28(75) 

Law  etiforoenieat  investigators 

Cross-sectional 

STSS  (.97) 

MBI  (.69.  .85.  .90) 

Uiuted  Slates 

.745 

Perron  (2(X)6) 

59(10) 

Forensic  interviewen 

Cross-sectional 

STSS  (.93)* 

OLBI  (.80)* 

United  Stales 

.643 

Ptetrantoni  (2008) 

96102) 

First  responders 

Cross-sectional 

ProC^L  (.80) 

ProC^L  (.86) 

haly 

.687 

Potter  (2010) 

154  (NA) 

Oncology  health  care  providers  Cross-sectional 

ProC^L  (.80) 

ProCJOL  (.72) 

United  Stales 

.741* 

Prati  (2010) 

569(78) 

Rescue  worken 

Cross-sectional 

ProQOL  (.71) 

Pro(JOL  (.80) 

haly 

.638 

Robin  (2009) 

314(18) 

Child  health  care  providers 

Cross-sectional 

CSFT  (.84-.90> 

CSFT  (.84-  90) 

United  Stales 

.756 

Severn  (2012) 

82  (NA) 

Audiologists 

Cross-sectional 

ProC^L  (.81) 

ProQOl.  (.69) 

New  Zealand 

.831 

Simon  (2005) 

21(5) 

Oncology  social  workers 

Cross-sectional 

CSFT  (.87) 

CSFT  (.90) 

United  Stales 

831 

van  dcr  Ptoeg  e<  al. 
(2003) 

&t(68) 

Forensic  doctors 

Cross-sectional 

lES  (.92) 

MBI  (.79.  .80.  .86) 

Netherlands 

.256 

van  der  Ptoeg  &  Kleber 
(2003) 

123(86) 

Ambulance  personnel 

Longitudinal 

EES  (.92) 

MBI  (.70.  .76.  .86) 

Netherlands 

.323 

Weiniger  (2006) 

185“  (79) 

Surgical  physidaiis 

Cross-sectional 

PSS-SR  (.68)“ 

MBI  ( J6.  .44.  .72)“ 

Israel 

.623“ 

Note.  STS  =  secoodary  traumatic  stress:  CFS-R  =  Cocnpiassion  Fadgtie  Scale-Revised;  TSI  Belief  Scale  =  Trautratk  Stress  Institule  Belief  Scale; 
MBI  —  Maslach  Burnout  Inventor)';  STSS  —  Secondary  Traumatic  Stress  Scale;  ProQOl.  =  Rrofessional  Quality  of  Life  Scale:  CSFT  —  Compassion 
Satis&ctioD  and  Fatigue  Test;  NA  —  not  available;  CFQ  —  Compassion  Fatigue  Questionnaire;  CBI  —  Copenhagen  Burnout  Inventory:  lES-R  -  Impact 
of  Event  Scale-Revised;  IKS  -  Impact  of  Event  Scale;  R  WBQ  —  Rescue  Worier  Burnout  Questionnaire;  OLBI  =  Oldenburg  Burnout  Inventory;  PCL-C  — 
Posnraumatic  Stress  Disorder  ChecUist-CiviUan  Versaon;  PSS-SR  =  PTSD  Symptom  Scale-Self-Report. 

*  Information  not  reported  in  articles,  but  provided  on  the  authors'  request  ^  Information  not  reported  in  articles,  therefore,  drawn  from  another  study. 


subscale  vs.  other  job  burnout  instruments,  such  as  the  MBI  and 
the  (X^l.  which  have  clearly  defined  emotional  exhaustion  as  a 
key  component);  (c)  the  theoretical  framework  (the  compassion 
fatigue  approach  vs.  other  approaches  to  job  burnout  and  STS),  (d) 
the  country  where  the  study  was  conducted  (the  United  States  vs. 
other  countries),  (c)  the  continent  where  the  study  was  conducted 
(North  America  vs.  others).  (0  the  measurement  language  (English 


or  others),  (g)  gender  (predominantly  male  sample  consisting  of  at 
least  75%  men  vs.  predominantly  female  sample  consistir^  of  at 
least  75%  women),  (b)  occiqiations  with  higher  likelihood  of  both 
direct  and  indirect  work-related  exposure  (rcscuc/cmcrgcncy 
workers,  nurses,  social  workers  working  with  victims  of  missile 
attacks,  chaplains  working  with  victims  of  September  1 1.  am¬ 
bulance  workers,  pediatric  care  workers,  rirefighlcrs.  interna- 
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tional  aid  workers.  Hrst  respemders.  forensic  doctors,  and  sur¬ 
gical  physicians)  and  occupations  that  may  involve  only 
indirect  work -related  trauma  exposure  (therapists,  child  protec¬ 
tion  workers,  child  care  workers,  chaplains,  social  wewkers.  law 
enforcement  exposed  to  disturbing  media  images,  and  forensic 
interviewers  of  abused  children).  In  some  cases,  the  same 
occupation  groups  (social  workers  and  chaplains)  were  classi¬ 
fied  into  different  categories,  depending  on  professional  tasks 
described  in  original  studies. 

Data  Analysis 

The  statistical  analysts  followed  the  pioccdure  described  by 
Hunter  and  Schmidt  (2004).  Attenuation  due  to  the  measurement 
error  was  corrected.  The  cumulative  effect  size  was  computed 
using  the  random-effect  model  method  (Field  &  Gillett.  2010).  The 
overall  effect  sizes,  heterogeneity,  and  effect  of  the  moderators 
(i.e..  measurement,  theoretical  fiamcworL  country/continenu  lan¬ 
guage.  and  gender)  on  the  relationship  between  STS  and  job 
burnout  were  examined  using  Ccrniprehensive  Meta- Analysis  soft¬ 
ware  (Boienstein.  Hedges.  Higgins.  &  Rothstein.  2(X)5).  All  anal¬ 
yses  were  sufficiently  powered  (above  .80). 

Pearson’s  correlation  was  used  as  the  effect  size  indicator.  When 
the  original  study  provided  multiple  Pearson’s  correlations  be¬ 
tween  STS  and  job  burnout  (c.g..  for  separate  subscales),  a  mean 
Pearson’s  correlation  was  calculated  (Hunter  &  Schmidt,  2004). 
When  several  measures  of  STS  were  applied  in  the  original  study, 
a  measure  other  than  a  ProC^OL  subscale  was  used  to  estimate 
Pearson’s  coefficient  for  STS-job  burnout  association.  The  direc¬ 
tion  of  a  corrclalion  involving  the  MBI  Personal  Accomplish¬ 
ment  subscalc  was  reversed  to  create  positive  associations 
between  these  subscalcs.  If  the  original  study  provided  alphas 
for  subscalcs  only,  a  mean  Cronbach’s  alpha  for  a  total  score 
was  calculated.  When  no  Cronbach’s  alpha  was  available,  it 
was  obtained  from  original  psychometric  studies.  Robustness  of 
the  calculated  effect  size  against  the  effect  of  unpublished  null 
results  was  assessed  using  the  fail-safe  N  test  (Rosenthal.  1979). 
To  address  this  file  drawer  problem,  the  number  of  unpublished 
studies  that  were  necessary  to  produce  a  iKmsignificant  result 
was  calculated. 

Results 

Description  of  Analyzed  Material 

Tabic  1  displays  information  about  samples,  procedures,  and 
measurement  applied  in  41  original  studies.  Overall,  data  from 
8.256  workers  were  analyzed.  Sample  sizes  varied  from  13  to  961 
participants,  with  an  average  of  198.63  (SD  =  205.48)  and  median 
of  129.  The  average  sample  consisted  of  59.03%  women  iSD  = 
2835),  with  a  majority  of  studies  (82.93%;  k  =  34)  targeting 
mixed-gcndcr  samples.  Only  two  studies  were  homogeneous  in 
terms  of  gender  (ib  =  1.  100%  male  participants;  k  =  \,  100% 
female  fiartici pants).  Gender  frequencies  w^re  missing  in  five 
studies.  Data  were  collected  in  various  professional  groups  such  as 
therapists,  mental  health  professionals  (including  social  workersX 
and  counselors  (3638%;  k  —  15);  emergency,  ambulance,  or 
rescue  workers  (12.20%;  k  —  5);  child  care  workers  and  child 
health  care  providers  (9.76%;  k  =  4);  nurses  (7.32%;  k  =  3): 


forensic  specialists  (4.88%;  k  —  2);  chaplains  (4.88%;  k  —  2);  arxl 
other  iKNicategorizcd  professionals  (24.39%;  k  =  10). 

Almost  half  (46.34%;  k  ^  19)  of  the  original  research  was 
conducted  in  the  United  States;  22  studies  (53.66%)  took  place  in 
North  America.  Four  studies  (9.76%)  wore  conducted  in  Israel, 
three  in  Italy  (732%).  two  in  Australia  (4.88%),  and  two  in  the 
Netherlands  (4.88%).  There  woe  also  two  multicountxy  studies 
(4.88%)  conducted  both  in  Canada  and  the  United  Stales.  Throe 
studies  (7.32%)  took  place  in  Africa  or  Asia.  An  Knglish-languagc 
version  of  the  questionnaires  was  applied  in  65.85%  (k  =  27)  of 
the  studies. 

The  most  popular  measures  used  to  assess  STS  stem  from  the 
compassion  fatigue  framework  (Figlcy  &  Stamm.  1996).  These 
PrDQOL-felatcd  measures  were  used  in  65.85%  of  studies  (k  =  27) 
and  among  5343  respondents  (64.72%  of  the  total  sample).  The 
most  popular  questionnaires  used  to  assess  job  burnout  also  stem 
from  the  compassion  fatigue  approach  to  job  burnout  (ix.. 
ProQOL-related  measures).  They  were  applied  in  60.98%  of  stud¬ 
ies  (k  =  25).  with  5,409  (65.51%  of  the  total  sample)  professionals 
completing  respecti>'e  measures.  Gv-erall,  ProQOL  was  used  in 
34.15%  of  studies  {k  =  14)  to  assess  both  STS  and  burnout 
constructs. 

.As.soclatloiis  Between  STS  and  Job  Burnout 

The  main  research  question  dealt  with  the  associations  between 
STS  and  job  burnout.  The  mcta-analysis  results  conducted  from  41 
original  studies  indicated  that  the  average  association  between 
these  two  variables  was  positive  and  the  effect  size  was  large 
(weighted  r  =  .69;  sec  Table  2).  The  coefBcicnt  of  determination 
(r^)  was  .48.  The  analysis  of  the  fail-safe  N  showed  that  10.603 
studies  with  null  results  were  needed  to  produce  a  nonsignificant 
association  between  STS  and  job  burnout.  The  following  analyses 
tested  the  moderating  role  of  the  measurement  the  theoretical 
framework,  the  country,  the  continent  the  langu^c  of  data  col- 
Icctiort  gender  of  professionals  taking  part  in  the  studies,  and  the 
type  of  occupation  (likely  to  be  directly  and  indirectly  exposed  at 
work  compared  to  those  who  arc  likely  to  be  only  indirectly 
exposed  at  work). 

Measurement  of  STS  as  the  moderator.  The  original  cap¬ 
tured  studies  were  divided  into  two  categories  on  the  basis  of  the  type 
of  measurement  used  to  assess  STS:  (a)  PTSD-like  symptoms  or  (b) 
a  measurement  referring  to  compassion  fM^uc.  based  on  a  broader 
conceptualization  of  STS  proposed  by  Ftgley  and  colleagues  (cf. 
Rglcy  &  Stamnu  1996;  R.  F  Adams  ct  al..  2006).  The  results  cf  the 
moderator  analysis  showed  that  the  effect  sizes  of  the  relationship 
between  STS  and  job  burnout  were  dependent  on  the  type  of  STS 
assessment,  with  ProC^L-related  measunrs  having  a  stronger  associ¬ 
ation  (r^  =  33)  than  measuns  assessing  PTSD-like  symptoms  (r^  = 
37;  sec  Table  2). 

Measurement  of  job  burnout  as  the  moderator.  The  origi¬ 
nal  studies  were  divided  into  two  categories  on  the  basis  of  the 
type  of  job  burnout  measurement  used  in  the  studies:  (a)  the 
measures  stressing  the  role  of  exhaustion  and  (b)  the  subscalcs  of 
ProQOL  and  related  measures,  baaed  on  a  broader  burnout  con- 
ccpC  proposed  by  Hgley  aivd  cowoikcrs  (cf.  Figlcy  A:  Stanun. 
1996).  The  results  showed  that  the  relatkmship  between  STS  and 
job  burnout  was  moderated  by  the  type  of  job  burnout  assessment, 
with  ProQOL-related  measures  producing  a  significantly  stronger 
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Table  2 

Results  of  Meta-Anahsis  of  the  Relationship  Between  Job  Burnout  and  Secondary  Traumatic  Stress:  Overall  and  Moderator  Effects 


Measures 

r  range* 

r95%  cr 

N 

** 

Pilkf  Fail-ufeM 

1* 

Oierall  effect 

.691 

.252-941 

[.647,  .7311 

8.256 

41 

478.49‘ 

91.64 

ia603 

_ 

Moderator  effects 

Measurement 

STS  measure 

ProQOL  or  related 

.729 

.435-941 

(.693.  .762) 

5.343 

27 

I53.94‘ 

83.11 

14.138 

39.96- 

STS  as  PTSD-like  symptoms 

.606 

.252-.878 

(.483.  .709J 

Z913 

14 

28743- 

95.48 

4,829 

job  burnout  measure 

Pro(^L-relaled  vs.  other  measures 

ProQOL  or  related 

.7U 

J05-.94I 

[710.  .7751 

5.409 

25 

14239* 

83.15 

14.163 

5133- 

Other 

.589 

.252-.878 

(.471.  .687) 

Z847 

16 

msv 

9432 

4.817 

Pro(^L-felaled  vs.  MBI 

ProQOL  or  related 

.744 

305-94 1 

(.710.  .775) 

5.409 

25 

142.39- 

83.15 

14.163 

70.81- 

MBI 

.532 

.252-751 

( J97,  .«5j 

Z37I 

12 

1 77.69* 

93.8) 

1358 

Pro(^L-felaled  vs.  other  burnout  measures  (exchtding  MBI  or 

ProCjOL-felaiedi 

ProQOL  or  related 

.744 

3Q5-.941 

I.7I0..775) 

5.409 

25 

14239- 

83.15 

14.163 

3.18- 

Other  burnout  measures  (exchidiDg  MBb 

.731 

.602-878 

(327,  .856) 

476 

4 

37.68- 

9104 

431 

MBI  vs.  other  burnout  measures  (exchithcig  MBI  or 

2101** 

PiD(^.-felated  1 

MBI 

332 

.252-.75I 

( J97.  MS] 

Z37I 

12 

177.69- 

93.81 

1358 

Other  burnout  measures  (exchidiag  MBI  or  ProQOL-related) 

.731 

.602-.878 

(327.  .856) 

476 

4 

37.68- 

9104 

431 

Framework  applied 

Compassioo  fatigue  vs.  other  approaches 

Only  compassioo  fatigue  framework 

.744 

3Q5-.94I 

(.707,  .776) 

4.958 

23 

i3zor 

8334 

9.879 

51.18- 

No  measure  from  the  compassioo  fatigue  framewodc 

.578 

.252-.878 

(.426.  .699] 

Z462 

12 

261.60- 

95.80 

3.029 

Compassion  fatigue  vs.  mixed  approach 

Only  cooipassiao  fatigue  framework 

.744 

305-94 1 

(.707.  .776) 

4.958 

23 

13X03* 

83.34 

9.879 

44.69" 

Al  least  one  measure  from  other  framework 

.612 

.252.878 

(309.  .697) 

3.298 

18 

299.43* 

9432 

7.033 

Cultural  factors 

Country 

United  Stales 

.725 

435-.  842 

(.678.  .767) 

3372 

19 

I29ir 

86.07 

1698 

18.00- 

Other  countries 

.675 

.256-  941 

|.6(M.  .736] 

4.132 

20 

245.87* 

9X27 

10483 

Continent 

North  America  (United  Stales  and  Canada) 

.697 

.252-.M2 

(.636.  .748) 

4.313 

22 

252.03- 

91.67 

5.846 

3.79" 

Countries  from  other  contiaents 

.685 

.256-941 

(.615.  .745) 

3,943 

19 

224.18- 

91.97 

9.797 

Language  of  applied  measures 

English 

.706 

.252-.94I 

(.653.  .752) 

4.670 

27 

26936- 

9036 

1(X994 

14.22- 

Other 

.662 

.256-881 

(374.  .735) 

3386 

14 

204.8r 

93.65 

6.395 

Gender 

Primarilv  male  (at  least  75%  of  males  1 

.606 

.256-  827 

(.448.  .729) 

I.2M 

6 

60.63* 

91.75 

731 

14.58” 

Primarilv  female  (at  least  75%  of  femalesi 

.692 

.252-878 

(394.  .769j 

Z744 

15 

256.61* 

9434 

7.205 

Occupahons 

With  high  likelihood  of  secondary  exposure  only 

.719 

.252-.941 

(.652,  .775) 

3326 

22 

271.20- 

9126 

1787 

18.27" 

With  high  likelihood  of  both  primary  exposure  and  secondary 

exposure 

.662 

.256-.S27 

(.601.  .715) 

4.730 

19 

198  4r 

90.93 

14% 

Note.  Cl  =  coflfideoce  mlen'al:  STS  =  secondary  tr«iinat»c  stress;  ProQOL  =  Professional  Quality  of  Life  Scak;  PTD  =  posttraumatic  stress  disorder; 
MBI  =  Maslach  Burnout  Inventory. 

*  Weighted  effect  size.  ^  Rai^  of  effect  sizes.  *  Critical  inteo'als  for  die  weighted  effea  size.  **  Nundier  of  studies.  *  A  significaot  Q  1*1100  indicates 
that  the  data  are  heterogeneous,  suggesting  that  the  variability  among  studies  was  not  due  to  sampling  error.  '  Value  indicates  the  percentage  of  variance 
due  to  heterogeneity  among  studies.  ^  Value  indicates  the  number  of  studies  with  null  results  that  are  necessary  to  overturn  the  results  of  meta-analysis 
and  (0  conclude  that  the  results  are  due  to  sampling  bias.  ^  Test  for  roodefating  effect 
•p<.01.  "•p<.OOI. 


associations  (r^  =  35)  than  any  other  measures  of  burnout  (r^ 
range:  .28-33;  see  Table  2). 

Next  we  investigated  the  relationship  between  STS  and  three 
components  of  job  burnout  measured  with  MBI:  emotional  ex¬ 
haustion.  depcrsonalization/cynicism.  and  lack  of  professional/ 
personal  accomplishments  (Maslach  et  al..  2001).  Results  indi¬ 
cated  that  the  effect  size  of  the  relationship  bctwxxn  STS  and  a 
lack  of  accomplishment  was  relatively  smaller  than  the  other  two 
effect  sizes.  In  particular,  the  correlation  of  STS  with  emotional 


exhaustion  (weighted  r  =  35,  =  .30,  N  —  2361,  k  =  12)  was 

stronger  than  the  associations  with  depersonalization,  r  =  31.  = 

.26.  N  =  1.939.  k  =  9.  1(4298)  =  11.29.  p  <  .001.  or  lack  of 
accomplishment  weighted  r  =  35,  =  \2.  N  =  2.158.  it  =  10, 

rt4427)  =  4l.l3.p<.00l. 

The  theoretical  framework  as  the  moderator.  We  tested 
whether  the  associations  between  STS  and  job  burnout  differed 
depending  on  the  use  of  the  compassion  fatigue  framework  (Figlcy 
&  Stamm.  1996;  Stamm.  2010).  In  particular,  associations  ob- 
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taincd  in  studies  in  whitdi  both  STS  and  job  burnout  wen;  opcfu* 
tiooalized  in  line  with  the  compassion  fatigue  fmmcwoHc  (with 
ProQOL  or  ProQOL-rclated  measures  applied)  were  compared  to 
the  associations  found  in  studies  in  which  STS  and  job  burnout 
were  operationalized  in  line  with  other  approaches  (see  Table  2). 
These  other  approaches  defined  STS  as  PTSD-ltfcc  symptoms  or 
vicarious  trauma.  They  defined  bumouL  focusing  on  the  exhaustion 
component,  as  the  consequence  of  work  idatcd-sticss  (cf.  Maslach  cl 
aL.  2001).  The  nrsults  of  the  modcralor  analysis  indicated  that  the 
rclftionship  between  STS  and  job  burnout  was  moderated  by  the  type 
of  theoretical  framewotk  (sec  Tabk  2).  For  STS.  job  burnout  associ¬ 
ations  were  signiBcantly  stronger  when  both  constructs  were  assessed 
with  the  PioC^L  or  PioC^OL-rclatcd  measures  (/^  =  .55)  compared 
to  the  associations  observed  in  studies  applying  measures  derived 
from  other  approaches  (/^  =  34). 

Culture  and  gender  as  moderators.  The  next  set  of  analyses 
compared:  (a)  the  results  obtained  in  the  United  Suics  with  results 
found  m  other  countries,  and  (b)  the  associations  found  in  studies 
using  Hngbsh  versions  of  STS  and  job  burnout  instruments  with  the 
associations  found  in  research  using  diffenmt  language  versions. 
Other  than  the  Unhed  States,  with  19  studies,  fewer  than  10%  of 
studies  were  conducted  in  one  country  (c.g.,  four  studies  in  Israel). 
Thetcfotc.  other  bctwccn-couiaiy  comparisons  were  not  conducted. 
The  results  showed  that  cultural  and  langiage  factors  moderated  the 
rclationsh^  between  STS  and  job  burnout  (see  Table  2).  Ihc  associ¬ 
ations  observed  for  data  coDocted  in  the  Unilcd  Slates  were  signifi¬ 
cantly  stronger  (i^  =  32)  compared  to  the  rel^ionships  found  in  the 
studies  from  other  oountries  (/^  =  .45).  Similarly,  significant  differ¬ 
ences  were  found  when  the  associations  observed  in  North  America 
were  compared  to  results  obtained  on  other  continents  (i^  =  .49  and 

—  .48.  Rspcctively;  see  Tabic  2).  Furthermore,  the  associations 
found  for  die  Hnglish-languagc  versions  of  measures  wen;  signifi- 
caitly  stiongerf/^  =  50)  than  the  relationships  obtained  in  the  studies 
using  other  language  versions  (r^  —  .44).  Finally,  the  lesuks  indicated 
that  gender  might  moderate  the  relationship  between  STS  and  job 
bumout  with  sUortger  associations  observed  in  predominantly  female 
samples  (/^  =  .48)  compared  to  predominandv  male  samples  (/^  = 
37;  see  Table  2). 

Type  of  occupation  in  the  context  of  work-rdated  exposure 
to  trauma.  Results  obtained  in  original  studies  involving  occu¬ 
pations  with  an  increased  likelihood  for  both  direct  and  indirect 
exposure  were  compared  to  those  in  which  only  indirect  exposure 
was  likely  to  occur.  The  analysis  indicated  that  type  of  occupation 
moderated  the  relationship  between  STS  and  job  bumout  (see 
Table  2).  The  associations  were  stronger  in  samples  with  occupa- 
tiocis  with  only  secondary  exposure  (r^  =  .52)  compared  to  sam¬ 
ples  with  occupations  characterized  by  high  likelihood  for  both 
priniBry  and  secondary  exposure  (/^  =  .44). 

Discussion 

Our  meta-anaiysas  investigated  the  relationship  between  STS 
and  job  biunout  among  employees  indirectly  exposed  to  trauma, 
lltc  indirect  exposure  could  be  due  to  contact  with  clients  or 
patients  who  have  experienced  traumatic  events  or  due  to  an 
exposure  to  other  traumatic  materials.  High  levels  of  bumout  aiKl 
other  conscquciKes  of  indirect  exposure  to  trauma  arc  likely  to  be 
elevated  among  mental  health  care  providers  (Newell  &  MacNcil. 
2011)  and  to  affect  professionals*  well-being,  quality  of  life  of 


their  potients.  and  the  effectiveness  of  caring  (Cheung  &  Chow. 
2011).  The  present  study  adds  (o  existing  literature  by  indicating 
the  coexistence  of  STS  and  job  bumout  among  professionals 
exposed  iraJirectly  to  trauma  in  their  work.  The  meta-analysis  of  41 
studies  suggests  that  the  association  between  these  two  constructs 
is  high,  artd  that  these  two  concepts  may  share  as  much  as  48%  of 
the  variance. 

Recently  developed  frameworks,  providing  an  overview  of  risk 
factors  for  developing  negative  consequences  of  working  with 
traumali/cd  patients  or  clients  (Voss  Horrdl  ct  al..  201 1).  have 
assumed  that  compassion  fatigue,  burnout,  vicarious  trauma.  aiKl 
STS  constitute  a  rather  homogenous  ^tiup  of  psychosocial  con¬ 
sequences  of  secondary  exposure.  Voss  Honell  ct  al.  (201 1 )  sug¬ 
gested  that  developing  this  relatively  homogenous  group  of  con¬ 
sequences  depends  on  shared  risk  factors.  In  other  words,  it  may  be 
assumed  that  the  same  risk  foctors  referring  to  patient,  profes¬ 
sional.  or  organizational  characteristics  would  increase  the  probe- 
Inlity  of  developing  compassion  fatigue,  as  well  as  bumout.  vicar¬ 
ious  trauma,  and  PTSD-like  symptoms.  Strong  associations  found 
in  our  meta-analysis  might  result  from  these  common  risk  factors. 
Further,  the  effects  of  indirect  exposure  to  trauma  may  also  be 
mitigated  by  cultural  and  individual  resilience  factors,  such  as 
hardiness  or  self-efficacy  (cf.  Luszczynska.  Benight.  &  Cicslak. 
2009).  Riturc  studies  need  to  investigate  the  common  and  specific 
risk  and  resilience  factors,  explaining  development  of  compassion 
fatigue,  bumout.  and  secondary  PTSD. 

Research  applying  constructs  and  measurement  derived  from  a 
single  theoretical  framework  is  often  considered  as  **thc  state-of- 
the-art"  approach.  By  contrast  "covering  the  bases**  by  means  of 
amalgamation  of  several  theoretical  frameworks  is  usually  as¬ 
sumed  as  an  inferior  approach,  forcing  new  relationships  on  vari¬ 
ables  from  otherwise  indeperKleni  models  and  creating  some  re¬ 
dundancy  (Figueroa.  Kincaid.  Rani.  &  Lewis.  2002).  Thus, 
applying  measurement  from  the  same  approach,  such  as  compas¬ 
sion  fatigue  (R.  E.  Adams  ct  al.,  2006;  Figlcy  &  Stamm,  1996). 
could  be  considered  as  a  superior  approach  to  testing  the  STS- 
bumout  relationship,  compared  to  combining  assessment  methods 
from  distinct  frameworks. 

The  results  of  the  present  study  suggest  however,  that  the 
application  of  the  compassion  fatigue  approach  to  measuring  con- 
sequerKes  of  secondary  exposure  among  professionals  has  some 
undesirable  consequences.  The  results  of  re^toctivc  modcraior 
analysis  indicate  that  if  both  STS  and  job  bumout  arc  measured 
within  the  compassion  fatigue  approach  (i.c..  by  means  of  the 
PrD(^L  and  related  measures),  the  proportion  of  shared  variance 
is  significantly  larger  than  if  the  measures  are  derived  from  any  of 
the  other  approaches.  If  both  STS  and  bumout  measures  were 
derived  from  the  cfMnpassion  fatigue  framework,  the  estimated 
overlap  is  55%.  which  suggests  that  STS  and  bumout  constructs 
might  be  irvdistingutshablc.  The  present  study  does  iKit  offer  a 
review  of  all  aspects  of  STS  and  bumout  theories.  Instead,  it 
focused  on  the  operationalization  of  the  key  constructs  in  the  STS 
and  bumout  frameworks.  Therefoce.  the  conclusions  ate  limited  to 
operationalization  of  the  constructs,  not  entire  theories. 

Results  of  our  meta-analysis  provide  arguments  for  a  limited 
practical  utility  of  applying  the  ProC^L  and  ProQOL-relatcd 
measures  when  testing  for  STS  and  job  bumout  in  one  study. 
Research  striving  for  dion  measures  capturing  broader  conse¬ 
quences.  encompassing  symptoms  of  both  STS  and  bumout.  may 
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want  to  use  one  of  the  subscaies  of  the  ProQOL  (or  ProQOL- 
rdaied  questionnaires),  which  enables  capturing  a  majority  of 
variance  for  both  constructs. 

The  results  indicate  that  applying  framew'orks  and  measure¬ 
ments  different  from  compassion  fatigue  (Le..  PTSD-Ukc  symp¬ 
toms.  vicarious  trauma,  or  job  burnout  defined  as  the  focusing  on 
emotional  exhaustion  consequences  of  work  related-stress)  would 
result  in  STS  and  job  burnout  sharing  34%  of  variance.  In  this 
case,  burnout  and  STS  would  be  related,  but  measured  as  suffi¬ 
ciently  distinct  constructs.  This  conclusion  is  in  line  with  earlier 
research  and  narrative  reviews  of  literature  (Jenkins  &  Baiixl. 
2002:  Sabo.  201 1;  Thomas  &  Wilson.  2004). 

The  results  also  indicate  that  a  significantly  larger  overlap 
between  STS  and  job  burnout  may  be  expected  if  the  data  arc 
collected  in  the  United  Stales  (compared  to  other  cotaitries)  and  by 
mearts  of  English-language  versions  of  questionnaires  (compared 
to  other-language  versions).  The  differences  may  resuh  from  the 
fact  that  the  translation  processes  allows  for  capturing  more  dis¬ 
tinct  facets  of  STS  aruJ  job  burnout.  Thus,  the  translation  from 
English  to  Hebrew.  Dutch,  or  CJcrman  may  allow  for  developing 
refined  verskms  of  original  methods.  Further  research  needs  to 
investigate  the  similantics  across  the  language  versions  in  terms  of 
criterion  validity  and  factorial  structure.  The  other  source  of  the 
bctwoen-country  differences  may  result  from  cuhural  differences 
in  shaping  emotional  experiences  and  emotional  processing 
(Bracken.  2001;  Marshall  &  Suh.  2003)  or  differences  in  organi¬ 
zational  characteristics,  health  inequalities,  or  policies  specifying 
work  conditions.  Regardless  of  possible  sources  of  the  observed 
differences,  our  findings  arc  in  line  with  the  assumption  that 
culture  is  among  the  key  contexts  differentiating  the  effects  of 
secondary  exposure  among  professionals  across  countries  (Mar¬ 
shall  &  Suh.  2003). 

GeiMJer  differences  in  associations  between  STS  and  job  burnout 
are  in  line  with  previous  systematic  reviews,  suggesting  different 
mechanisms  of  developing  consequences  of  traumatic  stress 
among  men  ar»d  women  (Olff.  Langeland.  Draijer.  &  Gersons, 
2007).  They  are  also  consisteat  with  research  that  has  suggested 
gender  differences  in  experiencing  the  depletion  of  emotional 
reserves  (Watts  &  Robertson.  201  Dor  compassion  fatigue  (Sprang 
ct  al..  2007).  Further  studies  sJKMild  investigate  the  mechanisms 
explaining  gcffedcr  inequalities  in  the  likelihood  of  developing  both 
STS  and  job  burnout  among  professionals  working  with  trauma 
survivors. 

The  results  indicating  weaker  associatkias  between  STS  and 
burnout  among  professionals  who  arc  likely  to  be  diiecdy  and 
indirectly  exposed  to  trauma  at  work,  compared  to  occupations  that 
are  likely  to  involve  only  irxlircct  exposure,  are  in  line  with 
arguments  presented  by  Palm  et  al.  (2004).  Workers  exposed  to 
direct  trauma  at  work  may  be  resilient  due  to  better  preparedness 
and  training  (Palm  ct  al..  20(H).  Therefore.  e\en  if  they  suffer  from 
orte  type  of  consequeiKcs  of  work  stress  (i.e.,  bumoul).  they  may 
not  present  STS  symptoms. 

Our  research  has  its  limitations.  The  level  of  secondary  exposure 
to  trauma  was  not  accounted  for  in  our  analysis,  because  several 
original  studies  did  not  assess  the  exposure.  Thus,  our  results  arc 
based  on  assumptions  that  the  professionals  were  likely  to  expe¬ 
rience  the  secondary  exposure  to  trauma,  due  to  the  work  character 
and  the  description  of  job  tasks  provided  in  original  studies.  Other 
confounding  variables,  such  as  personal  history  of  trauma  expo¬ 


sure  and  other  patient  characteristics,  were  also  not  controlled. 
Unfortunately,  this  was  not  possible,  due  to  the  fact  that  a  majority 
of  original  research  did  not  account  for  these  factors.  Our  analyses 
did  not  compare  service  providers  who  are  exposed  to  trauma 
indirectly  against  other  human  service  providers  whose  level  of 
burnout  may  result  from  the  strain  of  caretaking  for  clients  w-ho  arc 
not  traumatized.  Many  studies  were  conducted  only  once  or  twice 
in  one  country,  therefore,  a  more  thorough  examination  of  differ¬ 
ences  between  countries  or  across  language  versions  was  not 
conducted.  Cuhural  context  was  defined  in  a  narrow  way  and 
reforred  only  to  the  counliy  of  the  study  and  language  used  in 
collecting  data.  It  should  also  be  noted  that  the  results  should  not 
be  generalized  to  other  definitions  or  frameworks  discussing  the 
consequences  of  secondary  work-related  exposure  to  trauma  be¬ 
yond  the  ones  chosen  for  this  review.  Finally,  the  majority  of  the 
studies  included  in  the  mcta-analysis  were  cross-sectional,  there¬ 
fore  no  causal  associations  between  STS  and  job  burnout  could  be 
investigated. 

Conclusion 

Oir  study  prov  ides  the  first  quantitative  syntbesis  of  research  on 
the  relationships  between  job  burnout  and  STS  among  profession¬ 
als  working  with  traumatized  clients.  This  review  shows  the  mod- 
eraung  effects  of  theoretical  frameworks,  type  of  measures,  lan¬ 
guage.  country  where  data  were  collected,  gender,  and  type  of 
occupation  related  to  trauma  exposure.  In  general,  burnout  and 
STS  or  compassion  fatigue  arc  likely  to  co-occur  among  profes¬ 
sionals  exposed  indirectly  to  trauma  through  their  work.  Applica¬ 
tions  of  measures  developed  within  the  compassion  fatigue  frame¬ 
work  may  result  in  obtaining  stronger  relationships  between  job 
burnout  and  STS  compared  to  the  use  of  measures  derived  from 
different  theoretical  frameworks  (c.g..  the  approach  to  STS  focus¬ 
ing  on  PTSD-like  symptoms  and  the  bumoul  framework  focusing 
on  exhaustion  component  1.  In  particular.  STS  and  burnout  con¬ 
structs  may  be  empirically  indistinguishable  if  measured  within  the 
compassion  fatigue  framework. 
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Abstract 

The  study  assessed  prevalence  and  work-  and  exposure-  related  correlates  of  secondary  traumatic 
stress  among  mental  health  providers  working  with  military  patients.  Participants  (N  =  224) 
completed  measures  of  indirect  exposure  to  trauma  (i.e.,  diversity,  volume,  frequency,  ratio), 
appraisal  of  secondary  exposure  impact,  direct  exposure  to  trauma,  secondary  traumatic  stress, 
and  work  characteristics.  The  prevalence  of  secondary  traumatic  stress  was  19.2%.  A  meta¬ 
analysis  showed  that  the  severity  of  intrusion,  avoidance,  and  arousal  symptoms  of  secondary 
traumatic  stress  was  similar  across  various  groups  of  professionals  indirectly  exposed  to  trauma 
(e.g.,  mental  health  providers,  rescue  workers,  social  workers).  A  high  percentage  of 
traumatized  clients  in  one’s  professional  career  (i.e.,  ratio  of  indirect  exposure)  and  the  negative 
appraisal  of  the  indirect  trauma  exposure  impact  were  related  to  higher  secondary  traumatic 
stress.  Additionally,  personal  history  of  trauma,  constraints  related  to  patient  load,  and  high 
levels  of  paperwork  were  associated  with  higher  secondary  traumatic  stress. 

Keywords:  secondary  traumatic  stress;  indirect  exposure  to  trauma;  mental  health 
providers;  military  trauma 
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Secondary  Traumatic  Stress  among  Mental  Health  Providers  Working  with  the  Military: 

Prevalence  and  its  Work-  and  Exposure-  Related  Correlates 

INTRODUCTION 

The  rates  of  Posttraumatic  Stress  Disorder  (PTSD)  among  the  U.S.  military  and  veterans 
across  studies  range  from  a  current  prevalence  of  2%  to  17%  to  a  lifetime  prevalence  from  6%  to 
31%  (Richardson,  Frueh,  &  Acierno,  2010).  These  rates  are  higher  than  in  the  general  U.S. 
population  where  the  current  prevalence  is  3.5%  (Kessler,  Chiu,  Dernier,  Merikangas,  &  Walters, 
2005)  and  lifetime  prevalence  is  6.8%  (Kessler,  Berglund,  et  al.,  2005).  The  numbers  of  military 
or  veteran  patients  seeking  mental  health  care  has  grown  drastically  in  recent  years.  The 
Department  of  Veterans  Affairs  (VA)  alone  has  observed  a  200%  increase  in  the  number  of 
patients  with  PTSD  receiving  behavioral  health  services,  from  139,062  in  1997  to  279,256  in 
2005  (Rosenheck  &  Fontana,  2007).  With  a  growing  need  for  treatment,  the  VA  alone  added 
4,330  mental  health  professionals  to  its  workforce  (Voss  Horrell,  Holohan,  Didion,  &  Vance, 
2011).  These  statistics  show  the  population  affected  indirectly  by  trauma,  through  providing 
services  for  traumatized  patients,  is  growing  rapidly.  Given  the  exponential  increase  in  clinical 
need  and  potential  for  secondary  exposure  by  military  mental  health  providers,  the  purpose  of 
this  investigation  was  threefold:  (a)  explore  the  prevalence  of  secondary  traumatic  stress  among 
mental  health  providers  working  with  military  patients  and  compare  the  severity  of  secondary 
traumatic  stress  symptoms  in  this  population  to  other  mental  health  providers;  (b)  test  the 
relationship  between  indirect  exposure  to  trauma  and  secondary  traumatic  stress;  and  (c) 
investigate  the  possible  correlates  of  secondary  traumatic  stress. 

The  Effects  of  Indirect  T  rauma  Exposure  on  Providers 
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Whereas  most  studies  examining  the  effects  of  PTSD  have  focused  on  trauma  survivors 
or  victims,  information  about  the  effect  on  providers  delivering  trauma  treatment  is  more  limited. 
Indirect  (also  called  vicarious  or  secondary)  exposure  to  trauma  tlirough  work  with  traumatized 
patients  might  have  a  positive  effect  on  providers’  posttraumatic  growth  (Brockhouse,  Msetfi, 
Cohen,  &  Joseph,  2011),  but  it  is  also  predictive  of  higher  distress  (Pearlman  &  Mac  Ian,  1995), 
increased  negative  cognitions  (e.g.,  low  level  of  self-trust)  (Pearlman  &  Mac  Ian,  1995),  and 
higher  job  burnout  (Ballenger-Browning  et  al.,  2011). 

The  majority  of  studies  investigating  the  negative  effects  of  indirect  trauma  exposure  on 
mental  health  providers  have  focused  on  a  set  of  conceptually  overlapping  outcomes.  These 
include  vicarious  traumatization  (McCann  &  Pearlman,  1990),  compassion  fatigue  (Figley, 

2002),  and  secondary  traumatic  stress  (Bride,  Robinson,  Yegidis,  &  Figley,  2004).  The  ongoing 
discussion  about  the  similarities  and  differences  between  these  concepts  (Jenkins  &  Baird.  2002) 
shows  their  definitions  share  one  or  more  of  the  following  components:  indirect  exposure  to  a 
traumatic  material,  PTSD  symptomology,  and  negative  shifts  in  therapists’  cognitive  schema. 
Secondary  traumatic  stress  is  usually  associated  with  therapists’  PTSD-like  reactions,  such  as 
intrusive  re-experiencing  of  the  traumatic  material,  avoidance  of  trauma  triggers  and  emotions, 
and  increased  arousal,  all  resulting  from  indirect  exposure  to  clients’  trauma  (Bride  et  al.,  2004). 
Compassion  fatigue  is  defined  as  reduced  empathic  capacity  or  client  interest  manifested  through 
behavioral  and  emotional  reactions  from  exposure  to  traumatizing  experiences  of  others  (Adams, 
Boscarino,  &  Figley,  2006).  Finally,  vicarious  trauma  is  the  negative  cognitive  shift  in 
therapists’  worldview  that  occurs  as  a  result  of  their  empathetic  engagement  with  their  clients’ 
traumatic  material  (McCann  &  Pearlman,  1990). 
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The  incongruities  in  these  definitions  have  led  to  some  research  discrepancies  on  the 
consequences  of  indirect  trauma  exposure  and  have  also  hindered  cross-sample  comparisons. 

This  study  utilized  the  term  secondary  traumatic  stress  to  measure  the  indirect  exposure  to 
clients’  trauma  material  that  leads  to  the  providers’  PTSD-like  symptoms  of  re-experiencing, 
avoiding,  and  hyperarousal,  corresponding  with  criteria  B,  C,  and  D,  respectively,  of  the  revised 
fourth  edition  of  the  Diagnostic  and  Statistical  Manual  of  Mental  Disorders  (DSM-IV-TR; 
American  Psychiatric  Association  [APA],  2000). 

Using  a  meta-analytic  approach,  we  aimed  to  compare  the  severity  of  the  secondary 
traumatic  stress  symptoms  identified  in  the  present  study  sample  to  the  severity  of  these 
symptoms  among  other  populations  offering  services  to  traumatized  clients.  As  the 
discrepancies  between  studies  testing  the  prevalence  of  secondary  traumatic  stress  may  result 
from  applying  different  assessment  methods,  prevalence  meta-analysis  should  compare  data 
collected  with  the  same  measure  (e.g.,  the  Secondary  Traumatic  Stress  Scale;  Bride  et  al.,  2004). 

Prevalence  of  secondary  traumatic  stress  differs  across  studies  and  occupation  groups. 

For  example,  when  measured  with  the  Secondary  Traumatic  Stress  Scale  (STSS;  Bride  et  al., 
2004),  DSM-IV-TR  (APA,  2000)  criteria  B,  C,  and  D  for  a  PTSD-like  diagnosis  of  secondary 
traumatic  stress  were  met  by  15.2%  of  social  workers  (Bride,  2007),  16.3%  of  oncology  staff 
(Quinal,  Harford,  &  Rutledge,  2009),  19%  of  substance  abuse  counselors  (Bride,  Smith  Hatcher, 
&  Humble,  2009),  20.8%  of  providers  treating  family  or  sexual  violence  (Choi,  2011a),  32.8%  of 
emergency  nurses  (Dominguez-Gomez  &  Rutledge,  2009),  34%  of  child  protective  services 
workers  (Bride,  Jones,  &  Macmaster,  2007),  and  39%  of  juvenile  justice  education  workers 
(Smith  Hatcher,  Bride,  Oh,  Moultrie  King,  &  Franklin  Catrett,  2011).  There  is  no  estimation  of 
prevalence  of  secondary  traumatic  stress  among  mental  health  specialists  providing  treatment  for 


160 


Running  head:  SECONDARY  TRAUMATIC  STRESS  PREVALENCE 


6 


military  and  veteran  patients.  In  addition,  we  were  unable  to  identify  any  research  on  severity  of 
the  intrusion,  avoidance,  and  arousal  symptoms  in  this  specific  group  of  providers.  Therefore, 
the  present  study  aimed  at  identifying  secondary  traumatic  stress  prevalence  and  symptom 
severity  among  mental  health  providers  working  with  military  patients. 

Indirect  Exposure  to  Trauma 

The  next  aim  of  the  study  was  to  investigate  the  basic  assumption  that  indirect  exposure 
to  traumatic  events  is  a  critical  factor  in  the  development  of  secondary  traumatic  stress 
symptoms.  Whereas  measuring  direct  exposure  to  trauma  is  a  standard  approach  in  studies  on 
PTSD,  many  studies  on  secondary  traumatic  stress  focus  more  on  the  PTSD-like  symptoms, 
reflecting  £)SM'-/L'-7’R  criteria  B,  C,  and  D  for  a  PTSD  diagnosis  (APA,  2000),  and  pay  less 
attention  to  the  indirect  exposure  (criterion  Al)  hypothetically  causing  these  symptoms. 
Moreover,  even  if  a  measure  of  indirect  exposure  is  used  in  a  study,  it  is  often  analyzed  as  a 
dichotomous  or  one-dimensional  variable,  usually  referring  to  duration  of  work  with  traumatized 
patients  (Galek,  Flannelly,  Greene,  &  Kudler,  2011;  Devilly,  Wright,  &  Varker,  2009). 

Assuming  exposure  to  trauma  patients  is  a  one-dimensional  construct  may  partially 
explain  the  inconsistencies  in  research  on  the  associations  between  indirect  trauma  exposure  and 
secondary  traumatic  stress  (Sabin-Farrell  &  Turpin,  2003).  To  clarify  which  aspects  of  the 
exposure  may  be  relevant  for  secondary  traumatic  stress,  we  accounted  for  four  indices  of 
indirect  trauma  exposure  in  mental  health  providers:  diversity,  volume,  frequency,  and  ratio. 
Diversity  reflected  the  variety  of  indirect  trauma  exposure  and  allows  for  determining  whether  a 
provider  treats  patients  for  PTSD  caused  by  one  type  of  traumatic  event  (e.g.,  natural  disaster),  or 
whether  a  provider  offers  services  for  patients  with  PTSD  caused  by  multiple  types  of  traumatic 
events  (e.g.,  a  combat-related  experience,  transportation  accident).  Volume  referred  to  the 
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number  of  patients  treated  for  exposure  to  a  traumatic  event.  Frequency  indicated  how  often  a 
provider  was  exposed  to  a  patient’s  traumatic  material.  Ratio  indicated  the  percentage  of 
traumatized  patients  in  the  provider’s  caseload.  Further,  because  mental  health  providers  in  this 
study  provided  their  services  to  military  and  veteran  patients,  the  ratio  of  patients  suffering  from 
trauma  caused  by  a  military  combat  experience  was  also  considered. 

Psychosocial  and  Work-Related  Correlates 

In  addition  to  the  indirect  exposure  to  trauma,  other  psychosocial  predictors  have  been 
investigated  in  relation  to  secondary  traumatic  stress  development.  Eor  example,  researchers 
often  assume  that  the  provider’s  own  direct  exposure  to  traumatic  events  may  contribute  to 
secondary  traumatic  stress  symptomatology  (cf  Devilly  et  al,  2009).  Thus,  one’s  personal 
trauma  history  should  be  accounted  for  when  testing  for  the  relationship  between  indirect 
exposure  and  secondary  traumatic  stress.  Recent  research  indicated,  however,  that  the  results  of 
studies  testing  the  relationship  between  personal  history  of  trauma  and  secondary  traumatic  stress 
were  inconclusive  (Elwood,  Mott,  Lohr,  &  Galovski,  2011).  The  discrepancies  in  the  results 
may,  to  some  degree,  depend  on  the  type  of  the  direct  trauma  exposure  measured.  For  example, 
lifetime  personal  history  of  trauma,  but  not  past-year  trauma  exposure,  was  positively  correlated 
to  secondary  traumatic  stress  in  child  protective  services  workers  (Bride  et  al.,  2007). 

Theories  of  PTSD  emphasize  the  importance  of  cognitive  appraisals  as  contributors  to  the 
etiology  and  maintenance  of  PTSD  (Dalgleish,  2004;  Ehlers  &  Clark,  2000).  In  particular, 
negative  appraisals  about  the  nature  and  meaning  of  the  event  (e.g.,  whether  it  offers  threat  or 
safety),  about  the  self  (e.g.,  reactions  to  the  event  and  subsequent  trauma  symptoms),  and  about 
the  world  (e.g.,  other  people’s  reaction  to  the  event)  are  all  said  to  contribute  to  the  development 
of  posttraumatic  distress  (Ehlers  &  Clark,  2000).  Other  types  of  cognitive  appraisals  may 
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involve  evaluations  of  the  importance  or  impact  of  the  stress  exposure  on  subsequent 
functioning.  Indeed,  theories  of  stress  assume  this  type  of  cognitive  appraisal  as  a  key 
component  of  stress  and  adaptation  processes  predictive  of  stress  consequences  (Lazarus  & 
Folkman,  1984).  Further,  the  individual’s  appraisal  of  the  impact  of  the  exposure  is  related  to 
the  DSM-IV-TR  (AP  A,  2000)  criterion  F  for  the  PTSD  diagnosis  regarding  the  significance  of 
functional  impairment.  Therefore,  the  present  study  investigated  the  relationship  between  the 
mental  health  providers’  appraisal  of  the  impact  of  the  indirect  exposure  and  secondary  traumatic 
stress. 

In  addition  to  the  indirect  exposure,  appraisal  of  its  impact,  and  direct  exposure  to 
trauma,  some  work  characteristics  may  also  predict  secondary  traumatic  stress  in  mental  health 
providers.  Theories  explaining  distress  among  workers  highlighted  that  work-related  demands 
and  work- related  support  have  predicted  employees’  well-being  (Cieslak,  Knoll,  &  Luszczynska, 
2007;  Van  der  Doef  &  Maes,  1999).  In  line  with  this  assumption,  work-related  characteristics 
were  found  to  predict  secondary  traumatic  stress  symptoms,  and  their  effect  was  stronger  than 
the  effect  of  the  indirect  exposure  (Devilly  et  al.,  2009). 

One  work-related  characteristic  specific  to  mental  health  providers  is  the  type  of 
psychotherapy  provided,  such  as  Prolonged  Exposure.  One  might  consider  this  to  be  a  risk 
factor  for  therapists,  yet  any  assumptions  should  be  made  with  caution,  as  providing  exposure 
therapy  for  trauma  patients  was  not  found  to  be  related  to  secondary  traumatic  stress.  On  the 
other  hand,  clinicians  who  advocate  exposure  therapy  but  do  not  provide  it  for  patients  were 
found  to  present  strong  secondary  traumatic  stress  symptomatology  (Deighton,  Gurris,  &  Traue, 
2007). 
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Professional  social  support  is  often  identified  as  a  protective  factor  for  the  development 
of  secondary  traumatic  stress.  The  results,  however,  are  ambiguous  even  for  studies  using  the 
same  measure  of  secondary  traumatic  stress.  For  example,  investigators  of  Internet  child 
pornography  who  indicated  high  social  support  from  family  and  friends  reported  low  secondary 
traumatic  stress,  but  strong  reliance  on  coworkers  was  correlated  to  high  secondary  traumatic 
stress  (Perez,  Jones,  Englert,  &  Sachau,  2010).  High  work-related  social  support  was  found  to 
predict  a  low  level  of  avoidance  symptoms  but  was  unrelated  to  intrusion  and  arousal  symptoms 
of  secondary  traumatic  stress  (Argentero  &  Setti,  2011).  Additionally,  some  aspects  of 
organizational  support  (e  g.,  informational  support)  seem  to  be  an  important  protective  factor  for 
development  of  secondary  traumatic  stress  symptomatology  (Choi,  20 1  lb).  There  is  also 
evidence  for  reducing  secondary  traumatic  stress  symptoms  through  professional  support 
received  in  clinical  supervision  (Creamer  &  Liddle,  2005).  This  evidence  shows  that 
professional  supervision  may  constitute  a  protective  factor  for  development  of  secondary 
traumatic  stress.  Collectively,  the  research  is  equivocal  on  the  positive  and  negative  effects  of 
professional  support  for  mental  health  providers. 

In  summary,  the  purpose  of  this  investigation  was  threefold:  (a)  to  explore  the  prevalence 
of  secondary  traumatic  stress  among  mental  health  providers  working  with  military  patients  and 
compare  the  severity  of  secondary  traumatic  stress  symptoms  in  this  population  to  severity  of  the 
symptoms  in  other  populations  by  means  of  meta- analysis;  (b)  to  test  the  relationship  between 
indirect  exposure  to  trauma  (measured  with  a  multidimensional  assessment  of  the  exposure, 
including  diversity,  volume,  frequency,  and  ratio)  and  secondary  traumatic  stress;  and  (c)  to 
investigate  the  possible  correlates  of  secondary  traumatic  stress:  personal  history  of  trauma. 


164 


Running  head:  SECONDARY  TRAUMATIC  STRESS  PREVALENCE 


10 


providers’  appraisal  of  the  impact  of  secondary  exposure,  work  characteristics,  and  professional 
support. 

METHODS 

Participants  and  Procedure 

This  study  was  part  of  the  ongoing  SupportNet  Project  designed  to  evaluate  indirect 
exposure  to  trauma,  work-related  demands  and  resources,  and  their  impact  on  job  burnout,  work 
engagement,  and  secondary  traumatic  stress  in  military  mental  health  providers.  Data  were 
collected  by  means  of  an  online  survey.  An  e-mail  with  information  about  the  SupportNet  study 
and  a  link  to  the  survey  was  sent  to  on- post  and  off-post  behavioral  health  providers  working 
with  military  patients.  The  off-post  providers  (i.e.,  located  in  the  civilian  community)  received 
an  invitation  to  the  study  through  an  online  newsletter  sent  by  TriWest  Healthcare  Alliance,  an 
organization  that  manages  health  benefits  for  military  patients  and  their  families.  The  on-post 
providers  (i.e.,  working  within  military  installations)  were  contacted  by  e-mail  sent  by  the 
director  of  the  Department  of  Behavioral  Health  at  Evans  Army  Community  Hospital  at  Fort 
Carson,  CO  and  by  the  Psychology  Consultant  to  the  U.S.  Army  Surgeon  General. 

Of  339  participants  who  initially  consented  to  the  study,  224  (66%)  met  the  inclusion 
criteria  (i.e.,  working  at  least  one  year  as  a  clinical  psychologist,  counselor,  or  social  worker; 
providing  services  for  a  military  population;  and  being  indirectly  exposed  to  trauma  through 
work  with  patients)  and  completed  the  survey.  The  average  age  was  48.92  (SD  =  13.04)  years 
and  the  average  length  of  work  experience  was  16.40  (SD  =  10.42)  years.  Demographic  and 
work  characteristics  of  the  sample  are  presented  in  Table  1.  The  participants  were 
predominantly  women  (67%),  with  doctorate  (54%)  or  master’s  degrees  (46%),  working  full¬ 
time  (78%)  or  part-time  (22%)  as  clinical  psychologists  (45%),  counselors  (31%)  or  social 
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workers  (23%).  Slightly  more  than  half  of  the  sample  was  serving  as  on-post  (57%)  and  the  rest 
as  off-post  (43%)  behavioral  health  providers.  The  sample  was  almost  equally  split  between 
those  who  did  and  did  not  have  any  military  experience  (44%  and  56%,  respectively).  One  fifth 
of  the  sample  (19%)  had  deployed  to  a  combat  zone  at  least  once.  They  reported  utilizing  a 
mixture  of  different  therapeutic  approaches  with  most  reporting  Cognitive  Behavioral  Therapy 
(CBT,  90%),  followed  by  Cognitive  Processing  Therapy  (CPT,  42%),  Prolonged  Exposure  (PE, 
30%)  and  Eye  Movement  Desensitization  and  Reprocessing  (EMDR,  29%). 

Measures 

Indirect  exposure  to  trauma.  The  Secondary  Trauma  Exposure  Scale  (STES)  was 
developed  for  the  purpose  of  this  study  to  measure  mental  health  providers  ’  indirect  exposure  to 
traumatic  events.  Similar  to  the  brief  instruments  designed  for  screening  direct  exposure  to 
trauma  (Norris,  1990),  the  STES  consists  of  the  list  of  potentially  traumatic  events.  In  the  STES, 
however,  participants  are  not  instructed  to  indicate  the  traumatic  events  they  personally 
experienced,  but  to  check  the  events  (answers  “Yes”  or  “No”)  they  were  exposed  to  through  their 
work  with  patients.  The  list  of  10  events  included:  natural  disasters,  transportation  accidents, 
other  serious  accidents,  physical  assaults,  sexual  assaults,  other  hfe-threatening  crimes,  military 
combat  or  exposure  to  a  warzone,  life-threatening  illness  or  injury,  sudden  death  of  someone 
close,  and  a  global  category  of  “other.” 

The  STES  measures  four  aspects  of  indirect  exposure:  diversity,  volume,  frequency,  and 
ratio.  The  diversity  index  is  calculated  by  counting  how  many  types  of  traumatic  events  were 
checked  on  the  list  (range  0-10).  Volume  and  frequency  of  an  indirect  exposure  were  measured 
respectively  with  two  separate  questions  also  referring  to  the  list:  “During  your  professional 
career,  how  many  of  your  patients  experienced  at  least  one  of  the  above  events?”  (scale  1  to  7: 
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None;  1  or  2;  10  or  less;  50  or  less;  100  or  less;  A  few  hundred;  A  few  thousand);  “During  your 
entire  professional  career,  how  frequently  have  you  worked  with  patients  who  experienced  at 
least  one  of  the  above  events?”  (scale  1-7:  Never;  A  few  days  in  a  year;  One  day  a  month;  A  few 
days  a  month;  One  day  a  week;  A  few  days  a  week;  Every  day).  The  ratio  of  indirect  exposure 
was  assessed  with  two  questions  estimating  the  percent  of  providers’  clients  who  were 
traumatized  or  experienced  military-related  trauma. 

Appraisal  of  the  impact  of  indirect  exposure.  The  appraisal  of  the  impact  of  being 
exposed  to  the  history  and  details  of  patients’  traumatic  events  was  assessed  with  10  items. 
Participants  were  asked  to  assess  how  hearing  about  each  checked  event  in  the  STES  affected 
them.  The  responses  are  given  on  a  1  to  7  scale  (from  “Very  Negative”  through  “Neutraf’  to 
“Very  Positive”).  The  item  mean  score  was  calculated  as  the  index  of  appraisal.  The 
Chronbach’s  alpha  was  .92. 

Direct  exposure  to  trauma.  To  control  for  providers’  direct  exposure  to  trauma,  we 
asked  a  question  referring  to  the  list  of  10  potentially  traumatic  events  included  in  the  STES: 
“How  many  of  the  types  of  traumatic  events  listed  above  have  you  personally  experienced?” 
(scale  from  0  to  10). 

Secondary  traumatic  stress.  Symptoms  of  secondary  trauma  were  measured  with  the 
Secondary  Traumatic  Stress  Scale  (Bride  et  al.,  2004).  This  17-item,  self-report  instrument 
evaluated  the  frequency  of  intrusion,  avoidance,  and  arousal  symptoms  resulting  from  an  indirect 
exposure  to  trauma  at  work.  The  list  of  symptoms  corresponds  to  the  B,  C,  and  D  diagnostic 
criteria  for  PTSD  specified  in  the  DSM-IV-TR  (APA,  2000).  Responses  were  given  on  a  1  to  5 
scale  (from  “Never”  to  “Very  Often”).  Participants  indicated  how  often  each  of  the  symptoms 
was  experienced  in  the  last  month.  Scores  were  obtained  by  summing  the  items  for  the  entire 
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scale  and  for  each  subscale.  Good  psychometric  properties  of  this  instrument  have  been 
demonstrated  in  many  studies  (Bride,  2007;  Bride  et  al.,  2004).  The  reliability  in  our  study  was 
a  =  .79  for  intrusion,  a  =  .87  for  avoidance,  a  =  .84  for  arousal  symptoms,  and  a  =  .93  for  the 
total  score. 

Work  characteristics  and  professional  support.  Several  survey  questions  were 
designed  to  gain  knowledge  about  work  content,  work-related  demands,  and  resources.  We 
asked  about  the  primary  occupational  role  (e.g.,  clinical  psychologist,  counselor,  psychotherapist, 
or  social  worker),  therapeutic  approaches  used  in  work  with  clients  (e.g.,  CBT,  CPT,  PE, 

EMDR),  employment  status,  work  experience  as  a  mental  health  provider,  hours  of  individual 
and  group  supervision  received  monthly,  and  frequency  of  professional  peer  support  (scale  1-7: 
Never;  A  few  days  in  a  year;  One  day  a  month;  A  few  days  a  month;  One  day  a  week;  A  few 
days  a  week;  Every  day).  We  also  assessed  participants’  perception  of  their  workload  in  the  last 
month  by  asking  how  frequently  they  were  constrained  by  (1)  having  too  much  paperwork  and 
(2)  having  too  many  patients  (scale  1-5:  Less  than  once  per  month  or  never;  Once  or  twice  per 
month;  Once  or  twice  per  week;  Once  or  twice  per  day;  Several  times  per  day). 

Demographic  infoimation.  Socio-demographic  information  was  collected:  gender,  age, 
highest  level  of  education,  relationship  status,  military  status,  and  deployment  to  a  combat  zone. 

RESULTS 

Work  and  Exposure  Characteristics 

Table  2  presents  means,  standard  deviations,  and  actual  and  potential  ranges  for  the  main 
variables  of  the  study.  On  average,  participants  were  receiving  2.51  hours  of  individual  clinical 
supervision  and  2. 17  hours  of  group  clinical  supervision  per  month.  Additionally,  they  were 
receiving  peer  support  by  discussing  the  patients  with  colleagues  on  the  average  of  a  few  days  a 
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month.  Respondents  also  indicated  that  they  were  on  average  constrained  by  having  too  many 
patients  (i.e.,  once  or  twice  per  month)  and  more  frequently  by  having  too  much  paperwork  (i.e., 
once  or  twice  per  week).  All  the  providers  reported  at  least  one  personally  experienced  traumatic 
event,  with  the  average  number  approximately  three  (SD  =  1.84).  A  similar  number  of 
personally  experienced  traumatic  events  was  reported  among  military  medical  personnel 
(Maguen  et  al,  2009). 

In  terms  of  secondary  exposure,  providers  indicated  that  on  average,  over  the  course  of 
their  professional  career,  they  treated  seven  different  types  of  trauma  (c£  diversity),  worked  with 
a  few  hundred  traumatized  patients  (cf  volume),  and  treated  traumatized  patients  for  a  few  days 
a  week  (cf  frequency).  Providers  declared  that  in  their  professional  career  about  63%  of  patients 
were  traumatized  (cf.  ratio),  and  32%  experienced  military-related  traumas.  The  appraisal  of  the 
impact  of  this  indirect  trauma  exposure  on  providers  was  negative  (3.34  on  1-7  scale  with  3 
meaning  “somewhat  negative”). 

Prevalence  of  Secondary  Traumatic  Stress  in  Mental  Health  Providers  Working  with 
MUitary 

Table  3  presents  how  many  behavioral  health  providers  met  the  diagnostic  criteria  for 
secondary  traumatic  stress.  The  algorithm  proposed  by  Bride  (2007)  follows  DSM-IV-TR 
recommendations  for  a  diagnosis  of  PTSD  (APA,  2000)  and  includes  criteria  B  (intrusion  or  re¬ 
experiencing),  C  (avoidance),  and  D  (arousal)  and  their  combinations.  Criterion  A  (an  indirect 
or  direct  exposure  to  trauma)  was  met  by  all  our  participants  as  part  of  the  inclusion  criteria  for 
the  study.  According  to  the  algorithm,  symptoms  of  secondary  traumatic  stress  included  in  the 
STSS  are  endorsed  if  the  given  corresponding  item  is  scored  3  or  higher  on  a  1-5  scale.  At  least 
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one  symptom  must  be  endorsed  to  meet  Criterion  B,  three  for  Criterion  C,  and  two  for  Criterion 
D. 

Table  3  shows  that  despite  being  indirectly  exposed  to  the  traumatic  history  of  patients, 
33.9%  of  the  participants  did  not  meet  any  of  the  B,  C,  or  D  criteria  for  PTSD.  However,  19.2% 
of  providers  met  all  three  core  criteria  for  PTSD.  Different  combinations  of  two  of  the  criteria 
were  found  in  22.8%  to  29.5%  of  the  study  population.  The  criterion  met  most  frequently  was 
intrusion  (57.6%),  followed  by  arousal  (35.3%)  and  avoidance  (29.9%).  Table  4  presents 
descriptive  statistics  for  intensity  of  intrusion,  avoidance,  and  arousal  symptoms  and  for  a  total 
score  on  the  STSS. 

Secondary  Traumatic  Stress  Across  Different  Services:  Results  of  Meta-Analysis 

Descriptive  statistics  found  for  behavioral  health  providers  working  with  the  military 
were  compared  to  statistics  obtained  from  previous  studies  in  which  secondary  traumatic  stress 
was  measured  with  the  STSS.  Articles  cited  in  Table  4  were  identified  through  searches  of 
databases  (PsychINFO,  PILOT,  Medline,  and  ScienceDirect)  for  peer-reviewed  articles 
published  in  English  through  April  2012.  The  only  keyword  term  used  for  identification  of 
research  was  the  name  of  the  scale:  Secondary  Traumatic  Stress  Scale.  A  number  of  criteria  had 
to  be  met  in  order  to  be  included  in  the  meta-analytic  review.  Participants  had  to  be  indirectly 
exposed  to  trauma  through  their  work.  In  addition,  the  article  must  include  information  about 
sample  size,  mean  values,  and  standard  deviations  for  each  subscale  of  the  STSS,  and  for  the 
total  score. 

Of  the  27  articles  identified  and  reviewed,  5  met  inclusion  criteria.  Most  studies  were 
excluded  because,  although  they  provided  a  total  score  for  the  STSS,  they  did  not  provide 
appropriate  descriptive  statistics  for  intrusion,  avoidance,  and  arousal  criteria.  Sample  size  for 
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individual  studies  included  in  the  meta-analysis  ranged  from  89  to  276,  and  a  total  of  1, 1 55 
participants  were  included  in  the  meta-analysis. 

Table  5  displays  the  results  of  the  random  effect  meta-analysis.  Results  indicated  that 
variation  in  mean  values  across  studies  is  due  to  heterogeneity  rather  than  chance.  Mean  values 
for  intrusion,  avoidance,  arousal,  and  total  score  from  the  SupportNet  study  were  contained  in  a 
range  of  respective  confidence  intervals  calculated  in  the  meta- analysis.  This  indicates  that  the 
severity  of  secondary  traumatic  stress  symptoms  in  the  SupportNet  sample  is  similar  to  the 
severity  of  these  symptoms  in  other  investigated  populations.  This  conclusion  remains  valid 
even  if  the  results  of  the  current  study  are  excluded  from  the  meta- analysis.  The  95%  CIs  for  the 
symptom  severity  would  be  [8.53,  10.51]  for  intrusion,  [12.82,  15.31]  for  avoidance,  [9.06, 

11.15]  for  arousal,  and  [28.81,  37.45]  for  total  STSS  score. 

Correlates  of  the  Secondary  T  raumatic  Stress 

further  statistical  analyses  explored  whether  the  participants’  demographic  and  work- 
related  characteristics  were  related  to  secondary  traumatic  stress.  A  series  of  one-way  ANOVAs 
was  used  to  test  for  secondary  traumatic  stress  ditferences  across  gender,  relationship  status, 
profession,  education  levels,  employment,  military  status,  deployment,  different  types  of 
therapeutic  approaches  used  in  work  with  patients  (CBT,  CPT,  PE,  or  EMDR),  and  type  of  work 
setting  (on-  versus  off-post  providers).  Descriptive  statistics  for  these  variables  are  presented  in 
Table  1.  None  of  these  characteristics  had  a  significant  effect  on  intensity  of  secondary 
traumatic  stress  (all  Fs  <  1.60  and  ps  >  .207). 

In  contrast,  several  work  and  personal  factors  were  found  to  relate  to  secondary  traumatic 
stress.  As  shown  in  Table  6,  only  one  out  of  five  indices  of  indirect  trauma  exposure,  the  ratio  of 
traumatized  clients  in  professional  career,  was  associated  with  secondary  traumatic  stress. 
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Providers’  personal  history  of  trauma,  being  constrained  by  having  too  many  patients,  and  too 
much  paperwork  were  also  associated  positively  with  secondary  traumatic  stress.  Finally,  the 
provider’s  appraisal  of  impact  of  indirect  exposure  to  trauma  was  negatively  correlated  with 
secondary  traumatic  stress  (i.e.,  more  negative  appraisal  of  the  impact  correlated  to  higher  level 
of  symptoms). 

DISCUSSION 

A  logical  extension  of  the  psychological  strain  endured  by  military  members  who  have 
completed  deployments  to  Iraq  and  Afghanistan  is  the  presence  of  STS  symptoms  in  those  who 
care  for  them.  Previous  research  targeting  clinicians  working  with  civilian  population  showed 
that  among  those  who  were  indirectly  exposed  to  traumatic  material  through  work  a  sizeable 
percentage  (15%  -  39%)  suffered  from  secondary  posttraumatic  stress  (Bride,  2007;  Bride,  et  al., 
2009;  Bride,  et  al.,  2007;  Choi,  2011a;  Dominguez-Gomez  &  Rutledge,  2009;  Smith  et  al.,  2011; 
Quinal,  et  al.,  2009).  The  present  study  documents  the  level  of  STS  in  military  behavioral  health 
providers.  A  limited  impact  of  indirect  exposure  to  trauma  at  work  on  developing  STS 
symptoms  was  found  in  approximately  a  third  of  military  behavioral  health  providers,  whereas 
one  in  five  reported  meeting  all  criteria  of  PTSD  due  to  indirect  exposure  to  trauma.  Compared 
to  rates  of  current  PTSD  among  veterans  (2  -17%;  Richardson  et  al.,  2010)  or  the  general 
population  (3.5%;  Kessler  et  al.,  2005)  the  prevalence  observed  in  the  present  study  is  high.  It 
may  be  assumed  that  the  performance  of  different  tasks  (including  those  work-related)  may  be 
affected  by  PTSD  symptoms  (cf  Wald  &  Taylor,  2009).  As  symptoms  of  STS  seem  to  be  a 
common  problem,  military  behavioral  health  providers  themselves  may  need  easy  access  to 
effective  psychosocial  interventions  (for  overview  see  Stergiopoulos,  Cimo,  Cheng,  Bonato,  & 
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Dewa,  2011),  targeting  the  reduction  of  STS  symptoms  and  therefore  improving  their  work 
outcomes. 

The  meta-analytic  results  demonstrate  similar  rates  of  STS  symptoms  in  the  sample  of 
military  behavioral  health  providers  and  among  other  high-risk  professions  such  as  emergency 
and  rescue  workers,  substance  abuse  counselors,  and  agency-based  social  workers  (Argentero  & 
Setti,  2011;  Bride,  2007;  Bride  et  al,  2009).  The  results  of  our  meta-analysis,  indicating  similar 
levels  of  STS  symptoms  across  the  studies,  support  the  validity  of  our  findings  and  allow  for 
cautious  generalizations.  A  lack  of  differences  across  workers  exposed  to  secondary  trauma  and 
providing  services  to  various  types  of  clients  may  indicate  that  the  type  of  performed  work  (e.g., 
social  work,  education,  or  counseling;  working  with  traumatized  families,  children,  offenders, 
military)  may  play  a  negligible  role  in  explaining  STS  symptomatology.  On  the  other  hand, 
although  STS  levels  are  similar,  its  symptoms  may  be  explained  by  different  predictors  across 
populations. 

Our  findings  shed  light  on  exposure-related  work  characteristics  which  may  contribute  to 
the  development  of  STS.  Across  the  indices  of  exposure  only  the  ratio  of  traumatized  clients  in 
professional  career  was  associated  with  STS  among  providers  working  with  military  patients.  So 
far,  research  indicated  that  the  percent  of  traumatized  clients  may  be  a  prevalent  stressor  among 
professionals  working  with  traumatized  clients  (Bride  et  al.,  2009).  Voss-Horrell  et  al.  (2011) 
suggested  that  secondary  exposure  characteristics,  such  as  years  of  experience  in  trauma 
treatment,  total  hours  per  week  spent  working  with  trauma  patients,  and  caseload  balance,  may 
have  a  potential  to  affect  clinicians  working  with  veterans  of  Iraqi  and  Afghanistan’s  operations. 
These  suggestions,  however,  were  based  on  a  review  of  scarce  research  conducted  among 
providers  serving  civilian  populations.  Results  of  our  study  suggest  that  the  multi-dimensional 
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structure  of  exposure  to  secondary  trauma  at  work  should  be  taken  into  account  when  predicting 
STS. 

Perhaps  the  most  important  correlate  to  consider  refers  to  perceptions  of  the  negative 
impact  of  trauma-related  work.  The  importance  of  cognitive  appraisals  of  significant 
environmental  stressors  (i.e.,  trauma  clinical  work)  is  consistent  with  the  general  theories  of 
stress  and  well-being  (Lazarus  &  Folkman,  1984).  Research  conducted  among  workers 
providing  services  to  civilian  population  and  exposed  to  secondary  trauma  indicated  that 
associations  between  stress  appraisal  and  well-being  may  be  particularly  relevant  among  those 
with  lower  personal  resources,  such  as  self-efficacy  (Prati,  Pietrantoni  &  Cicognani,  2010). 
Future  research  should  look  for  individual  and  organizational  resources  protecting  behavioral 
health  providers  who  perceive  high  negative  impact  of  work  on  their  own  mental  health. 

As  previously  noted,  job-related  demands  (e.g.,  workload,  organizational  constraints)  and 
resources  (e.g.,  support  from  peers  or  superiors)  predict  employees’  well-being  (Cieslak  et  al., 
2007;  Van  der  Doef  &  Maes,  1999).  The  present  study  indicated  that  a  higher  number  of 
patients  and  administrative  paperwork  constitute  important  work-related  demands,  associated 
with  higher  levels  of  STS.  Voss-Horrell  et  al.  (2011)  listed  caseload  size  and  a  lack  of 
availability  of  support  as  the  potentially  critical  job-related  demands,  influencing  well-being  of 
providers  working  with  traumatized  veterans  of  military  operations  in  Iraq  and  Afghanistan.  Our 
findings  are  in  line  with  results  reported  by  Devilly  et  al.  (2009)  where  job  stress  levels  were 
found  to  be  particularly  important  in  predicting  STS. 

Work-related  resources  such  as  social  support  and  peer  supervision  were  unrelated  to 
STS  levels.  This  finding  is  in  contrast  to  other  research,  suggesting  that  more  support  from 
colleagues  and  supervisory  support  were  related  to  lower  STS  among  workers  providing  services 
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to  civilians  (Argentero  &  Setti,  2011;  Choi,  2011b;  Creamer  &  Liddle,  2005).  Voss-Horrell  et  al. 
(2011)  also  listed  peer  supervision  among  potential  protective  factors,  relevant  for  the  mental 
health  of  providers  working  with  traumatized  veterans  of  operations  in  Iraq  and  Afghanistan. 
Again,  this  suggestion  was  made  based  on  research  conducted  among  providers  working  with 
civilian  populations.  One  explanation  for  the  discrepancies  between  the  findings  might  he  the 
unique  nature  of  the  chain-of-command  in  the  supervision  of  military  clinicians.  Work  stress 
research  highlighted  the  role  of  support  of  managers/superiors  in  predicting  employees’  mental 
health  (cf  Cieslak  et  al.,  2007).  Clearly,  the  role  of  work-related  support  from  different  sources 
(supervisors,  co-workers,  managers)  in  predicting  STS  requires  further  research. 

We  found  that  the  greater  the  number  of  direct  exposure  to  trauma  the  higher  the  reported 
level  of  STS.  This  observation  is  consistent  with  previous  research,  conducted  among  providers 
working  with  civilian  clients  (Pearlman  &  Maclan,  1995)  and  in  line  with  the  hypothesized 
determinants  of  mental  health  of  providers  working  with  military  populations  (Voss-Horrell  et 
al.,  2011).  What  remains  unclear  is  how  personal  trauma  history  inter-relates  with  work-based 
demands,  indirect  exposure,  and  resources  to  influence  STS.  Future  research  should  investigate 
whether  particular  types  of  trauma,  such  as  childhood  abuse  (cf.  Marcus  &  Dubi,  2006)  may  play 
a  particularly  salient  role  and  moderate  the  impact  of  work-related  secondary  exposure. 

Our  study  has  several  limitations.  A  cross-sectional  design  does  not  allow  for  any  causal 
conclusions.  The  measure  designed  to  capture  direct  personal  exposure  was  developed  for  the 
study  and  therefore  it  has  not  been  previously  validated.  Although  applying  such  assessment 
methods  as  the  Clinical  Administered  PTSD-Scale  (CAPS)  could  be  superior,  an  individual 
clinical  assessment  was  not  feasible  for  the  present  study.  It  should  be  noted  that  previous 
research  which  measured  direct  exposure  and  STS  applied  even  more  limited  assessment 
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methods  such  as  “Do  you  have  a  trauma  history?”  (Pearlman  &  Maclan,  1995).  Future  research 
should  utilize  a  standardized  clinical  interview  approach  in  order  to  secure  more  accurate 
assessment  of  trauma  exposure.  Finally,  a  convenience  sample  was  applied  instead  of  random 
population-based  sampling  strategy.  Further  longitudinal  studies  targeting  representative 
samples  of  mental  health  providers  serving  military  men  and  women  are  required. 

CONCLUSIONS  AND  FUTURE  DIRECTIONS 

Previous  research  targeting  behavioral  health  providers  working  with  military  patients 
has  been  limited  (cf  Peterson,  Cigrang,  &  Isler,  2009).  Hypothesized  risks  and  resources  factors 
affecting  well-being  of  behavioral  health  providers  working  with  military  were  based  on  findings 
predominantly  referring  to  civilian  providers  working  with  civilian  clients  (Voss-Horrell  et  al. 
2011).  Our  study  is  among  the  first  showing  empirical  evidence  for  high  prevalence  of  STS 
(19.2%)  among  providers  working  with  the  military.  Results  of  meta-analysis  contribute  to  the 
literature  showing  that  the  rates  of  STS  prevalence  are  similar  across  samples  of  workers 
performing  different  type  of  duties,  in  various  populations  of  clients.  Further,  the  present 
research  highlights  the  need  of  multi-dimensional  evaluation  of  secondary  exposure,  with  only 
one  dimension  (ratio,  i.e,  high  percentage  of  traumatized  clients  in  one’s  professional  career) 
emerging  as  a  significant  correlate  of  STS.  In  line  with  research  conducted  among  workers 
providing  services  to  traumatized  civilians  we  found  that  personal  history  of  trauma  and 
constraints  related  to  patient  load  are  associated  with  STS  levels. 

Further  theory-based  research  is  needed  in  order  to  evaluate  the  role  of  risk  and  protective 
factors  related  to  psychological  resiliency  factors  (Maguen  et  al.,  2008)  such  as  self-efficacy 
(Prati  et  al.,  2010)  or  support  from  superiors  (Cieslak  et  al.,  2007)  in  predicting  STS.  There  is  a 
lack  of  studies  investigating  how  STS  interfaces  with  other  critical  negative  (e.g.,  burnout)  and 
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positive  (e.g.,  posttraumatic  growth)  outcomes.  Such  studies  will  provide  a  critical  insight  into 
mechanisms  responsible  for  the  onset  and  maintenance  of  mental  health  problems  and  thus 
inform  the  development  of  theory-  and  evidence-based  supportive  interventions,  needed  for 
military  behavioral  health  providers. 
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Table  1 


Demographic  and  Work  Characteristics  of  Behavioral  Health  Providers  Participating  in  the 
SupportNet  Study 


Characteristic 

n 

% 

Characteristic 

n 

% 

Gender 

Employment 

Male 

75 

33 

Part-time 

49 

22 

Eemale 

149 

67 

Full-time 

175 

78 

Relationship  status 

Military  experience 

Long-term  committed  relationship 

169 

75 

No  military  service 

125 

56 

Not  in  a  relationship 

50 

22 

Active  or  former  military 

98 

44 

Profession 

Deployment 

43 

19 

Clinical  psychologist 

102 

45 

Therapy:  CBT 

201 

90 

Counselors  or  psychotherapists 

70 

31 

Therapy:  CPT 

95 

42 

Social  workers 

52 

23 

Therapy:  PE 

68 

30 

Education 

Therapy:  EMDR 

64 

29 

Master’s  degree 

103 

46 

Work  setting 

Doctorate  or  professional  degree 

120 

54 

On-post  providers 

127 

57 

Off-post  providers 

97 

43 

Note.  N  =  224  for  total  sample.  Frequencies  may  not  add  up  to  224  due  to  missing  data. 
Percentages  may  not  sum  up  to  100%  because  of  missing  data  or  due  to  rounding. 
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Table  2 


Descriptive  Statistics  for  the  Demographics,  Work,  and  Exposure  Characteristics 


Variables 

M 

SD 

Range 

Actual  Potential 

Age 

48.92 

13.04 

28-80 

- 

Work  experience 

Work  characteristics  and  professional  support 

16.40 

10.42 

1-45 

— 

Too  much  paperwork 

2.79 

1.31 

1-5 

1-5 

Too  many  patients 

2.01 

1.23 

1-5 

1-5 

Hours  of  individual  clinical  supervision  or  consultation  per 

month 

2.51 

3.90 

0-28 

— 

Hours  of  group  clinical  supervision  or  consultation  per 

month 

2.17 

3.25 

0-20 

— 

frequency  of  peer  supervision 

4.32 

1.49 

1-7 

1-7 

Direct  exposure 

Indirect  exposure  to  trauma 

3.24 

1.84 

1-9 

0-10 

Diversity  of  exposure 

7.41 

2.18 

1-10 

0-10 

Volume 

5.62 

0.97 

2-7 

1-7 

Frequency 

6.17 

0.96 

3-7 

1-7 

Ratio:  Percentage  of  traumatized  patients 

63.32 

25.25 

2-100 

0-100 

Ratio:  Percentage  of  patients  describing  a  graphic  military 

comhat  experience 

32.02 

28.54 

0-100 

0-100 

Appraisal  of  indirect  trauma  exposure 

3.34 

0.77 

1-6 

1-7 

Secondary  traumatic  stress 

31.91 

10.65 

17-66 

17-85 
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Table  3 

Frequency  and  Percentage  of  Behavioral  Health  Providers  Meeting  Diagnostic  Criteria  for 
Secondary  Traumatic  Stress  Criteria  Due  to  an  Indirect  Trauma  Exposure  through  a  Practice 
with  Traumatized  Military  Patients 


Criteria 

n 

% 

None  criteria  met 

76 

33.9 

Criterion  B:  Intrusion 

129 

57.6 

Criterion  C:  Avoidance 

67 

29.9 

Criterion  D:  Arousal 

79 

35.3 

Criteria  B  and  C 

53 

23.7 

Criteria  B  and  D 

66 

29.5 

Criteria  C  and  D 

51 

22.8 

Criteria  B,  C,  and  D 

43 

19.2 
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Table  4 

Comparing  Intensity  of  Intrusion,  Avoidance,  Arousal,  and  Total  Score  of  the  STSSIn  the  SupportNet  Study  with  Results  Obtained  in 
Other  Studies 


Study 

Participants 

(N) 

Intrusion 

M{SD) 

Avoidance 

MiSD) 

Arousal 

M{SD) 

Total  score 

M{SD) 

SupportNet  Study 

Behavioral  health  providers 

working  with  militm'y  trauma  (224) 

8.91  (2.96) 

13.33  (5.06) 

9.68  (3.63) 

31.91  (10.65) 

Bride  (2007) 

Social  workers  (276) 

8.18(3.04) 

12.58  (5.00) 

8.93  (3.56) 

29.69(10.74) 

Bride,  Jones,  &  Macmaster  (2007) 

Child  protective  services  workers 

(187) 

10.97  (4.07) 

15.64  (5.98) 

11.58  (4.22) 

38.20  (13.38) 

Bride,  Smith  Hatcher,  &  Humble 

(2009) 

Substance  abuse  counselors  (225) 

8.83  (3.28) 

13.14(5.54) 

9.27(4.10) 

31.20  (12.30) 

Choi  (201  la) 

Providers  for  sur\4vors  of  family  or 

sexual  violence  (154) 

9.10  (2.90) 

13.40  (5.00) 

9.5  (3.5) 

32.07(10.39) 

Smith  Hatcher,  Bride.  Oh,  Moultrie 

King,  &  Franklin  Catrett  (2011) 

Juvenile  justice  education  workers 

(89) 

10.64  (3.19) 

15.73  (4.90) 

11.37  (3.79) 

37.74(10.74) 
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Table  5 


Meta-Analysis  Results  for  Severity  of  Secondary  Traumatic  Stress  Symptoms 


Secondary 

traumatic  stress 

k 

M 

Heterogeneity 

95%  Cl  for  M 

Z 

Q 

f 

Lower  Level 

Upper  Level 

Intrusion 

6 

9.41 

87.84*** 

94.31 

8.63 

10.19 

23.58*** 

Avoidance 

6 

13.93 

52.50*** 

90.48 

12.94 

14.92 

27  49*** 

Arousal 

6 

10.03 

70.02*** 

92.86 

9,20 

10.86 

23.76*** 

Total  score 

6 

32.91 

132.98*** 

96.24 

29.51 

36.31 

18.96*** 

***p<  M)l,N=  1,155 
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Table  6 

Correlations  between  Study  Variables 


Variables 

1. 

> 

.3 

4 

5 

6 

7 

8 

9  10  i  1 

12 

13  14 

1. Agc 

2.  Work,  cxjrcricncc 

yy##* 

Work  chai’acter.istics  and  ^Trofcssional 

sui?|:iort 

3.  Too  much  paperwork 

.03 

.05 

_ 

4.  Too  many  patients 

-.19’"* 

■J2 

5,  Incurs  of  individual  clinical  supervision 

-.35*** 

,07 

.07 

or  consultatit»i  per  month 

6.  F-Iours  of  grtxip  clinical  suj'xs'vision  or 

-  28"^^ 

.12 

.11 

j*** 

consultation  per  month 

7.  frequency  of  peer  supervision 

-.13 

,05 

.09 

21**# 

22#** 

_ 

8.  Direct  exposure 

.17* 

.12 

.16* 

.09 

-.02 

.06 

.01 

Indirect  exposure 

9.  I>iversity 

.09 

,09 

-.03 

-.08 

-.07 

,03 

.08 

.15’“ 

10.  Volume 

,00 

.17* 

.20’"’“ 

j9** 

-.04 

-.07 

.17’“* 

.15’“ 

■26’“’“* 

1 1 .  .Frequency 

-.06 

-.01 

.06 

A5* 

.11 

-.01 

32*** 

.07 

15*  ,49*** 

12.  Ratio:  ^Percentage  of  traumatized  patients 

,04 

-.01 

.05 

.08 

.04 

.04 

.09 

,!5’“ 

14*  ,26**’“  .40’“’“* 

13.  l^tio:  Percentage  of  patients  describing 

-.17* 

.02 

27*** 

.12 

-.09 

^9** 

.05 

-.10  .17*  .23’“’“’“ 

3Q#** 

_ 

a  graphic  military  combat  cx]x;ricncc 

1 4.  Appraisal  of  indirect  trauma  exposure 

-.10 

-.04 

-.09 

-.12 

.08 

-.06 

.15*" 

-.01 

17#*  21***  ,08 

-.11. 

-.10 

1 5.  Secondary  traumatic  sti'ess 

.tXI 

.02 

23*** 

.06 

.09 

-.01 

TJ*** 

-.01  .05  -.08 

,14* 

.13  -.3?’“*’“ 

*p<.05.  *"><.01,  *'•><  001 
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Aims  of  the  Study 


Two  negative  consequences  of  work-related  indirect  exposure  to  trauma; 

1.  Secondary  traumatic  stress  (STS); 

2.  Job  burnout  (JB). 

Are  these  consequences  correlated? 

Yes,  but  they  should  be  only  moderately  related  (between  .30  and  .70)  as  their  theoretical 
frameworks  each  have  a  different  emphasis. 

Differences  in  defining  and  measuring  job  burnout  and  secondary  traumatic  stress  may  be 
crucial  for  testing  the  relationship  between  these  two  consequences  of  secondary  exposure 
to  trauma. 

Understanding  possible  moderators  such  as  culture  and  gender  may  offer  important 
insights. 
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STS:  Definitions 


Secondary  traumatic  stress  (also  called  secondary  posttraumatic  stress;  secondary  PTSD)  is 
usually  conceptualized  as  reactions  resembling  PTSD,  and  thus  includes  symptoms  that  are 
parallel  to  those  observed  in  people  directly  exposed  to  trauma  (Bride  et  al.,  2004) 

-  Secondary  Traumatic  Stress  Scale  (STSS;  Bride  et  al.,  2004),  17  items  to  measure  three 
clusters  of  symptoms:  intrusive  re-experiencing  of  the  traumatic  material,  avoidance  of 
trauma  triggers  and  emotions,  and  increased  physical  arousal  (Bride  et  al.,  2004)  (see 
criteria  B,  C,  and  D  for  PTSD). 

Vicarious  trauma  focuses  on  cognitive  effects  of  indirect  exposure.  A  negative  shift  in 
worldview  occurs  as  a  result  of  an  empathetic  engagement  with  clients'  or  patients' 
traumatic  material  (Pearlman,  1996). 

-  Traumatic  Stress  Institute  Belief  Scale,  Revision  L  (TSI-BSL;  Pearlman,  1996)  measures 
vicarious  trauma  and  accounts  for  cognitive  disruptions  in  the  five  schema  areas:  safety, 
trust,  esteem,  intimacy,  and  control. 

Compassion  fatigue  is  defined  as  a  reduced  empathic  capacity  or  client  interest  manifested 
through  behavioral  and  emotional  reactions  from  exposure  to  traumatizing  experiences  of 
others  (Adams,  et  al.,  2006). 

-  Professional  Quality  of  Life  (ProQOL;  Stamm,  2010). 

_ aswps 
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ProQOL 

Professional  Quality  of  Life 


Source:  www.proqol.org  aswps 
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PROFESSIONAL  QUALITY  OF  LIFE  SCALE  (PROQOL) 


COMPASSION  SATISFACTION  AND  COMPASSION  FATIGUE 
(PROQOL)  VERSION  5  (2009) 

When  you  fhe(pj  people  you  have  direct  contact  with  their  lives.  As  you  may  have  found,  your  compassion  for  chose  you 
fhelpj  can  afF^  you  in  positive  and  negative  ways.  Below  are  some-questions  about  your  experiences,  both  positive  and 
negative,  as  a  [helper}.  Consider  each  of  the  following  questions  about  you  and  your  current  work  situation.  Select  the 
number  that  honestly  reflects  how  frequently  you  experienced  these  things  in  the  last  30  daw. 

l=Never  2=Rarely  3^omeCimes  dsOften  5=Very  Often 

I.  I  am  happy. 

_  2.  I  am  preoccupied  with  more  than  one  person  J  [help]. 

_  3.  I  get  sacisfoction  from  being  able  to  [help}  people. 

4.  I  feel  connected  to  others. 

_ 5.  I  jump  or  am  startled  by  unexpected  sounds. 

6.  I  feel  invigorated  after  working  with  those  I  P>efpj. 

_  7.  I  find  it  difficult  to  separate  my  personal  life  from  my  life  as  a  [helper}. 

_ 8.  I  am  not  as  productive  at  work  because  I  am  losing  sleep  over  traumatic  experiences  of  a  person  I 

[heJpj. 

_ 9.  I  think  that  I  might  have  been  affected  by  the  traumatic  stress  of  those  I  fhe/pj. 

_  10.  I  feel  trapped  by  my  job  as  a  fhefperj. 

_  II.  Because  of  my  {hewing].  I  have  felt  "on  edge"  about  various  things. 

_  12.  I  like  my  work  as  a  fhe^rj. 

1 3.  I  feel  depressed  because  of  the  traumatic  experiences  of  the  people  I  /heipj. 

_  14.  I  feel  as  though  I  am  experiencing  the  trauma  of  someone  I  have /heipedj. 

15.  I  have  beliefs  that  sustain  me. 

16.  I  am  pleased  with  how  I  am  able  to  keep  up  with  fhe/ptng]  techniques  and  protocols. 

17.  lam  the  person  I  always  wanted  to  be. 

_  18.  My  work  makes  me  feel  satisfied. 

_  19.  I  feel  worn  out  because  of  my  work  as  a  fhefperj. 

20.  I  have  happy  thoughts  and  feelings  about  chose  I  [help]  and  how  I  could  help  them. 

_  21.  I  feel  overwhelmed  because  my  case  [workj  load  seems  endless. 

_  22.  I  believe  I  can  make  a  difference  through  my  work. 

_  23.  I  avoid  certain  activities  or  situations  because  they  remind  me  of  frightening  experiences  of  the 

people  I  [he/p]. 

24.  I  am  proud  of  what  I  can  do  to  [help], 

_  25.  As  a  result  of  my  I  have  intrusive,  frightening  thoughts. 

_  26.  I  feel  "bogged  down"  by  the  system. 

27.  I  have  thoughts  chat  I  am  a  "success"  as  a  [helper], 

_  28.  I  can’t  recall  important  parts  of  my  work  with  trauma  victims. 

_  29.  I  am  a  very  caring  person. 

_  30.  I  am  happy  that  I  chose  to  do  this  work. 


Hudnaff  Seemm,  2009-2012.  Profeamnal  QuaHty  of  Life:  Compassion  SatisfoOnn  and  fatigue  Version  S  (ProQOL).  www.pfaqof.ofg.  This  wn 
may  be  (reefy  copied  as  tong  os  (a)  author  is  credited  lb/  no  chonges  ore  mode,  and  (d  *  ''(’t  sofd.  Tfxsse  interested  in  using  the  test  should  mit 
wwwproqof.org  to  ven^  tfwt  the  copy  they  ore  using  is  the  mosi  oiireni  version  of  the  test 
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YOUR  SCORES  ON  THE  PROQOL:  PROFESSIONAL  QUALITY  OF  LIFE  SCREENING 


Based  on  your  responses,  place  your  personal  scores  below.  K  you  have  any  concerns,  you  should  discuss  them  with  a 
physical  or  mental  health  care  professional. 


Compassion  Satisfaction  _ 

Compassion  satishccion  Is  about  the  pleasure  you  derive  from  being  ^ble  to  do  your  work  well.  For  example,  you  may  feel 
like  It  is  a  pleasure  to  help  others  through  your  work.  You  may  fMl  positively  about  your  colleagues  oryour  ability  to 
contribute  to  the  work  setting  or  even  the  greater  good  of  society.  Higher  scores  on  this  scale  represent  a  greater 
satisfectlon  related  to  your  ability  to  be  an  effective  caregiver  In  your  Job. 

The  average  score  is  50  (SD  1 0*.  alpha  scale  reliability  .B8).  About  25%  of  people  score  higher  than  57  and  about  25%  of 
people  score  below  43.  If  you  are  in  the  higher  range,  you  probably  derive  a  good  deal  of  professional  sadsbction  from 
your  position.  If  your  scores  are  below  40,  you  may  either  find  problems  with  your  job.  or  there  may  be  some  other 
reason — for  example,  you  ml^t  derive  your  satis^oon  from  activities  other  than  your  jcb. 


Most  people  have  an  intuitive  Idea  of  what  burnout  is  From  the  research  perspective,  burnout  is  one  of  the  elements  of 
Compassion  Fatigue  (CF).  It  is  associated  with  feelings  of  hopelessness  and  difficulties  In  dealing  with  work  or  In  doing  your 
job  effectively.  These  negative  feelings  usually  have  a  gradual  onset.  They  can  reflect  the  feeling  that  your  efforts  make  no 
difference,  or  they  can  be  associated  widi  a  very  high  workload  or  a  nort*supportive  work  environment.  Higher  scores  on 
this  scale  mean  that  you  are  at  higher  risk  for  burnout 

The  average  score  on  the  burnout  scale  is  50  (SD  1 0;  alpha  scale  reliability  .75).  About  25%  of  people  score  above  57  and 
about  25%  of  people  score  below  43.  If  your  score  is  below  43.  this  prc^ably  reflects  positive  feelings  about  yourabiHty  to 
be  effective  in  your  work.  If  you  score  above  57  you  may  wish  to  chink  about  what  at  work  makes  you  feel  Ike  you  are  not 
effective  in  your  position.  Your  score  may  reflect  your  mood:  perhaps  you  were  having  a  "bad  day"  or  are  In  need  of  some 
time  off.  If  Ae  high  score  persists  or  if  It  is  reflective  of  ocher  worries,  it  may  be  a  cause  lor  concern. 


Secondary  Traumatic  Stress _ 

The  second  component  of  Compassion  Fatigue  (CF)  is  secondary  traumatic  stress  (STS),  ft  is  about  your  work  related, 
secondary  exposure  to  extremely  or  traumatically  stressful  events.  Developing  problems  due  to  exposure  to  other’s 
trauma  is  somewhat  rare  but  does  happen  to  many  people  who  care  for  those  who  have  experienced  extremely  or 
traumatically  stresshil  events.  For  exanple.  you  may  repeatedly  hear  stories  about  the  traumatic  things  that  happen  to 
other  people,  commonly  called  Vicarious  Traumatization.  If  your  work  puts  you  direcdy  in  the  path  of  danger,  for  example, 
field  work  in  a  war  or  area  of  civil  violence,  this  is  not  secondary  exposure;  your  exposure  is  primary.  However,  if  you  are 
exposed  to  others'  traumatic  events  as  a  result  of  your  work,  for  example,  as  a  therapist  or  an  emergency  worker,  this  is 
secondary  exposure.  The  symptoms  of  STS  are  usually  rapid  in  onset  and  associated  with  a  particular  event.  They  may 
include  being  afraid  havmg  difficulty  sleeping,  having  images  of  the  upsetting  event  pop  into  your  mind,  or  avoiding  things 
that  remind  you  of  the  event. 

The  average  score  on  this  scale  is  50  (SD  10;  alpha  scale  reliability  .81).  About  25%  of  people  score  below  43  and  about 
25%  of  people  score  above  57.  If  your  score  is  above  57.  you  may  want  to  take  some  time  to  think  about  what  at  work  may 
be  frightening  to  you  or  if  there  is  some  other  reason  for  the  elevated  score.  While  higher  scores  do  not  mean  that  you  do 
have  a  problem,  they  are  an  Indication  that  you  may  want  to  examine  how  you  feel  about  your  work  and  your  work 
environment.  You  may  wish  to  discuss  this  with  your  supervisor,  a  colleague,  or  a  health  care  professional. 


WHAT  IS  MY  SCORE  AND  WHAT  DOES  IT  MEANf 


In  this  section,  you  will  score  your  test  so  you  understand  the  interpretation  (or  you.  To  find  your  score  on  each  section, 
total  the  questions  listed  on  the  left  and  then  find  your  score  in  the  table  on  the  right  of  the  section. 


Compassion  Satisfaction  Scale 

Copy  your  rating  on  each  of  these  ^ 

questions  on  to  this  table  and  add  ^  ” 

them  up.  When  you  have  added  then  q 

up  you  can  find  your  score  on  the  |  ^  - 

cable  to  the  right.  |  ^ 

20 

22.  _ 

24.  _ 

27.  _ 

30.  _ 

Total: _ 


Burnout  Scale 

On  the  burnout  scale  vou  will  need  to 
take  an  extra  step.  Starred  items  are 
"reverse  scored."  If  you  scored  the 
Item  1,  write  a  S  beside  it.  The  reason 
we  ask  you  to  reverse  the  scores  Is 
because  stientiflcally  the  measure 
works  better  when  these  questions 
are  asked  In  a  positive  way  though 
they  can  tell  us  more  about  their 
negative  form.  For  example,  question 
1.  "I  am  happy"  tells  us  more  about 
the  effects 
of  helping 
when  you 


happy  so 
the  score 


You 

Wrote 

Chang* 

to 

S 

2 

4 

3 

3 

4 

2 

S 

1 

Soeondaiy  Traumatic  Stress  Scale 


Just  like  you  did  cNt  Compassion 
Satisfaction,  copy  your  rating  on  each  of 
these  quesborti  on  to  this  able  and  add 
them  up.  When  you  have  added  then  ig> 
you  can  find  your  score  on  the  table  to 
the  right 


The  sum 

Compassion 
Satisfaction 
queaCiom  is 

So  My 
Score 
Equals 

And  my 
Compassion 
Satisfaction 

level  Is 

22  or  less 

43  or  less 

Low 

23  and  41 

Around  50 

Average 

42  or  more 

57  or  nvore 

High 

The  sum  of 
my  Burrsout 
Questions  is 

So  my 
score 

equals 

And  my 
Burnout 
level  is 

22  or  less 

43  or  less 

Low 

Between  23 
and  41 

Around  50 

Average 

42  or  more 

57  or  more 

High 

The  sum  of 
my 

Secondary 
Trauma 
cguettiont  is 

So  My 

Score 

Equals 

And  my 

Secondary 

Traumatic 

Stress  level 

is 

22  or  less 

43  or  less 

Low 

Between  23 
and  41 

Around  50 

Average 

42  or  more 

57  or  more 

High 
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Job  Burnout  within  Compassion  Fatigue  Framework 


Job  burnout  within  compassion  fatigue  framework  is  described  as  being  "associated  with 
feelings  of  hopelessness  and  difficulties  in  dealing  with  work  or  in  doing  your  job 
effectively"  (Stamm,  2010,  p.  13). 


Job  burnout  definition  included  in  compassion  fatigue  framework  differs  from  the  more 
common  approaches  that  focus  more  on  exhaustion  (e.g.  Demerouti  et  al.,  2003;  Maslach  et 
al.,  2001). 


JlliSWPS 


Job  Burnout:  Three-Component  Definition 


Job  burnout  may  be  defined  as  "a  prolonged  response  to  chronic  emotional  and 
interpersonal  stressors  on  the  job,  and  is  defined  by  three  dimensions:  exhaustion, 
cynicism,  and  inefficacy"  (Maslach  et  al.,  2001,  p.  397). 

-  The  Maslach  Burnout  Inventory  -  General  Survey  (MBI-GS;  Maslach  et  al.,  2001). 

-  The  MBTHuman  Services  Survey  -  in  occupations  requiring  contact  with  patients 

-  the  MBTEducators  Survey  -  for  professionals  working  with  students  or  pupils 


Two  out  of  three  job  burnout  components  are  named  differently  in  MBI-GS  than  in  other 
MBI  versions 

Cynicism  =  Depersonalization 

Inefficacy  =  Reduced  personal  accomplishment 
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The  Exhaustion-Focused  Conceptualizations  of  Job  Burnout 


1.  "Personal  burnout  is  the  degree  of  physical  and  psychological  fatigue  and  exhaustion 
experienced  by  the  person"  (Kristensen,  Borritz,  Villadsen,  &  Christensen,  2005,  p.  197) 
and  should  be  measured  in  a  domain-specific  contexts. 

-  The  Copenhagen  Burnout  Inventory  (CBI):  personal,  work-related,  and  client-oriented 
burnout. 

2.  "Burnout  is  a  state  of  physical,  emotional,  and  mental  exhaustion"  (cf.  Malach-Pines, 
2005,  p.  78). 

-  The  Burnout  Measure  (BM):  the  21-item  and  10-item  versions. 

3.  Job  burnout  "as  relating  to  individuals'  feelings  of  physical,  emotional,  and  cognitive 
exhaustion,  thus  focusing  on  continuous  depletion  of  the  individuals'  energetic  coping 
resources  resulting  from  their  chronic  exposure  to  occupational  stress"  Shirom  & 
Melamed  ,  2006,  p.  179). 

-  The  Shirom-Melamed  Burnout  Measure  (SMBM):  depletion  in  three  areas  (physical 
strength,  emotional  energy,  and  cognitive  liveliness),  12  items. 
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A  Two-Dimensional  Job  Burnout  Framework 


A  two-dimensional  job  burnout  framework  focuses  on  exhaustion  and  disengagement 
from  work,  defined  as  "distancing  oneself  from  one's  work  and  experiencing  negative 
attitude  toward  the  work  objects,  work  content,  or  one's  work  in  general"  (Demerouti, 
Bakker,  Vardakou,  &  Kantas,  2003,  p.  14). 

-  The  Oldenburg  Burnout  Inventory  (OLBI) 

Burnout  defined  as  "a  consequence  of  intensive  physical,  affective,  and  cognitive  strain, 
i.e.,  as  a  long-term  consequence  of  prolonged  exposure  to  certain  job  demands" 
(Demerouti  et  al.,  2003,  p.  14). 
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study  Aims 


To  systematically  review  and  meta-analyze  the  associations  between  STS  and  job  burnout 

To  test  the  effects  of  moderators: 

(a)  The  type  of  measurement  used  for  STS  assessment  (measures  of  cognitive  shift  or  PTSD- 
like  symptoms  versus  measures  of  compassion  fatigue); 

(b)  The  type  of  assessment  of  job  burnout  (the  ProQOL  burnout  subscale  versus  other  job 
burnout  instruments,  such  as  the  MBI  and  the  OLBI  which  have  clearly  defined 
emotional  exhaustion  as  a  key  component); 

(c)  The  theoretical  framework  (the  compassion  fatigue  approach  versus  other  approaches 
to  job  burnout  and  secondary  traumatic  stress), 

Other  potential  moderators: 

(a)  The  country  where  the  study  was  conducted  (the  U.S.  versus  other  countries), 

(b)  The  continent  where  the  study  was  conducted  (North  America  versus  others), 

(c)  The  measurement  language  (English  or  others), 

(d)  Gender  (predominantly  male  sample  consisting  of  at  least  75%  men  versus 
predominantly  female  sample  consisting  of  at  least  75%  women), 

(e)  Occupations  with  higher  likelihood  of  both  direct  and  indirect  work-related  trauma 
exposure  (e.g.,  rescue/emergency  workers,  nurses,  social  workers,  firefighters)  versus 
occupations  that  may  involve  only  indirect  work-related  trauma  exposure  (e.g. 
therapists,  social  workers). 
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Literature  Search 


•  Independent  studies  available  before  2012. 

•  Databases:  PILOTS,  ScienceDirect,  Scopus,  and  Web  of  Knowledge. 

•  Combinations  of  the  keywords: 

•  job  burnout  ("burnout"  or  "burn-out") 

•  secondary  traumatic  stress  ("trauma*",  "posttrauma*")  -  asterisks  indicate  that  a 
keyword  may  consist  of  the  stem  and  any  suffix  (e.g.,  "traumatic"). 

•  "compassion  fatigue"  and  "PTSD". 

•  Manual  searches  of  the  reference  lists  were  conducted. 

•  At  least  two  of  the  authors  (KS,  RC,  AD  or  EM)  were  involved  at  all  stages  of  data 
extraction,  coding,  synthesis,  and  analysis. 

The  initial  search  resulted  in  337  papers. 
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Inclusion/Exclusion  Criteria 


(a)  STS  and  job  burnout  were  measured  at  some  time  point. 

(b)  The  relationship  between  STS  and  job  burnout  was  assessed,  or  authors  provided 
appropriate  statistics  upon  request; 

(c)  Papers  reported  statistics  that  could  be  converted  into  Pearson's  coefficient  (e.g.,  t-test, 
F-test,  x2,  z-test); 

(d)  Original  studies  enrolled  workers  performing  job  tasks  involving  contact  with  traumatized 
clients/patients  or  traumatic  material. 

(e)  English-language  publication  restriction  was  applied  (although  the  measurement  itself 
could  be  in  a  non-English  language). 

(f)  Dissertations  and  book  chapters  were  excluded. 

(g)  Studies  applying  qualitative  methods,  narrative  reviews,  and  research  on  non-workers 
(e.g.,  student  samples)  were  excluded. 

(h)  When  two  or  more  studies  used  the  same  sample,  only  one  publication  was  included. 


The  selection  processes  resulted  in  45  studies  meeting  all  inclusion  criteria. 

However,  four  of  those  studies  were  excluded  from  further  analysis,  because  they  were 
identified  as  outliers  with  z-scores  greater  than  10  or  less  than  -10  (Alkema,  Linton,  &  Davies, 
2008;  Backholm  &  Bjorkqvist,  2010;  Lauvrud,  Nonstad,  &  Palmstierna,  2009;  Maunder  et  al., 
2006). 

Thus,  41  original  studies  were  analyzed. 
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Description  of  Analyzed  Material 


k  -A1  original  studies. 

N  =  data  from  8,256  workers  were  analyzed  . 

Sample  sizes:  varied  from  13  to  961  participants  (M  -  198.63  ,  SD  =  205.48). 

Gender:  59.03%  of  women  in  the  average  sample  . 

Occupational  groups: 

•  therapists,  mental  health  professionals,  social  workers,  and  counselors  (36.58%;  k  -  15), 

•  emergency,  ambulance  or  rescue  workers  (12.20%;  k  =  5), 

•  child  care  workers  and  child  healthcare  providers  (9.76%;  k  -  4), 

•  nurses  (7.32%; /f  =  3), 

•  forensic  specialists  (4.88%;  k  =  2), 

•  chaplains  (4.88%;  k  =  2), 

•  and  other  non-categorized  professionals  (24.39%,  k  =  10). 
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Description  of  Analyzed  Material 


Geography: 

•  22  studies  (53.66%)  in  North  America 

•  4  studies  (9.76%)  in  Israel 

•  3  in  Italy  (7.32%), 

•  2  in  Australia  (4.88%),  2  in  the  Netherlands  (4.88%) 

Only  2  multi-country  studies  (4.88%)  -  conducted  both  in  Canada  and  the  U.S. 

Only  3  studies  (7.32%)  from  Africa  or  Asia. 

Language: 

•  An  English-language  version  of  the  questionnaires  was  applied  in  65.85%  (k  =  27)  of  the 
studies. 
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Description  of  Analyzed  Material 


The  most  popular  measures: 

•  STS  was  measured  within  compassion  fatigue  framework  (Figley  &  Stamm,  1996). 
These  ProQOL-related  measures  were  used  in  65.85%  of  studies  (k  =  27)  and  among 
5,343  respondents  (64.72%  of  the  total  sample). 

•  Job  burnout  was  measured  within  compassion  fatigue  framework  . 

The  ProQOL  was  applied  in  60.98%  of  studies  {k  -  25),  with  5,409  (6.51%  of  the  total 
sample) 

Overall,  ProQOL  was  used  in  34.15%  of  studies  (k  =  14)  to  assess  both  STS  and  burnout 
constructs. 
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JB-STS:  Overall  Effect  and  Measures  and  Framework  as  Moderators 


r 

r  Range  r95%CI 

n 

k 

Q 

/^% 

Fail-  t 

Safe  N 

Overall  effect 

.691 

.252-.941  .647-.731 

8256 

41 

478.49* 

91.64 

10603 

Measures 

STS  measure 

39.96** 

ProQOL  or  related 

.729 

.435-.941  .693-.762 

5343 

27 

153.94* 

83.11 

14138 

STS  as  PTSD-like  symptoms 

.608 

.252-.878  .483-.709 

2913 

14 

287.43* 

95.48 

4829 

Job  burnout  measure 

ProQOL-related  versus  other  measures 

52.33** 

ProQOL  or  related 

.744 

.505-.941  .710-775 

5409 

25 

142.39* 

83.15 

14163 

Other 

.589 

.252-.878  .471-.687 

2847 

16 

273.58* 

94.52 

4817 

Framework  applied 

Compassion  fatigue  versus  other  approaches 

51.18** 

Only  compassion  fatigue  framework 

.744 

.505-.941  .707-.776 

4958 

23 

132.03* 

83.34 

9879 

No  measure  from  the  compassion  fatigue 
framework 

.578 

.252-.878  .426-.699 

2462 

12 

261.60* 

95.80 

3029 

Compassion  fatigue  versus  mixed  approach 

44.69** 

Only  compassion  fatigue  framework 

.744 

.505-.941  .707-.776 

4958 

23 

132.03* 

83.34 

9879 

At  least  one  measure  from  other  framework 

.612 

.252-878  .509-.697 

3298 

18 

299.43* 

94.32 

7033 

mwjps 
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JB-STS:  Other  Moderators 


r  r  Range  r95%CI 

n 

k 

Q 

/^% 

Fail-  t 

Safe  N 

Country 

18.00** 

USA 

.725  .435  .842  .678  .767 

3572 

19 

129.17* 

86.07 

2698 

Other  countries 

.675  .256  .941  .604-.736 

4132 

20 

245.87* 

92.27 

10483 

Continent 

3.79** 

North  America  (USA  and  Canada) 

.697  .252  .842  .636-.748 

4313 

22 

252.03* 

91.67 

5846 

Countries  from  other  continents 

.685  .256-.941  .615-.745 

3943 

19 

224.18* 

91.97 

9797 

Language  of  applied  measures 

14.22** 

English 

.706  .252-.941  .653-.752 

4670 

27 

269.56* 

90.36 

10994 

Other 

.662  .256  .881  .574  .735 

3586 

14 

204.82* 

93.65 

6395 

Gender 

14.58** 

Primarily  male  (at  least  75%  of  males) 

.608  .256-.827  .448-.729 

1211 

6 

60.63* 

91.75 

731 

Primarily  female  (at  least  75%  of  females) 

.692  .252-.878  .594-.769 

2744 

15 

256.61* 

94.54 

7205 

Occupations 

18.27** 

With  higher  likelihood  of  secondary 

.719  .252-.941  .652-.775 

3526 

22 

271.20* 

92.26 

2787 

exposure  only 

With  higher  likelihood  of  both  primary 

.662  .256-.827  .601-.715 

4730 

19 

198.42* 

90.93 

2496 

exposure  and  secondary  exposure 
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Summary 


Coexistence  of  STS  and  JB  in  professionals  exposed  indirectly  to  trauma  in  their  work. 

The  meta-analysis  of  41  studies  suggested  that  the  association  between  these  two  constructs 
was  high  (r  =  .691),  and  that  these  two  concepts  may  share  as  much  as  48%  of  the  variance. 

If  both  STS  and  JB  are  measured  within  the  compassion  fatigue  approach  (i.e.,  by  means  of 
the  ProQOL  and  related  measures),  the  proportion  of  shared  variance  is  significantly  larger 
than  if  the  measures  are  derived  from  any  of  the  other  approaches 
(55%  versus  34%  of  shared  variance). 

Significantly  larger  overlap  between  STS  and  job  burnout  may  be  expected 

-  if  the  data  are  collected  in  the  U.S.  (compared  to  other  countries); 

-  If  English-language  versions  of  questionnaires  are  applied  (compared  to  other-language 
versions); 

-  In  primarily  female  samples; 

-  In  occupations  which  are  likely  to  involve  only  indirect  exposure  (compared  to 
professionals  who  are  likely  to  be  directly  and  indirectly  exposed  to  trauma  at  work). 
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Thank  you! 
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STS:  An  umbrella  term 


We  use  the  umbrella  term,  secondary  traumatic  stress  (STS),  to  discuss  such  effects  of 
secondary  exposure  as 

-  secondary  posttraumatic  stress  (Bride  et  al.,  2004), 

-  vicarious  traumatization  (McCann  &  Pearlman,  1990),  and 

-  and  secondary  traumatic  stress  aspect  of  compassion  fatigue  (Figley,  2002). 
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Appendix  10 

Secondary  Traumatic  Stress  in  Military  Mental  Health  Providers 
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Secondary  Trauma  in  Military 
Mental  Health  Providers 


Charles  C.  Benight,  Ph.D. 

Professor  of  Psychology 
Director  CU:  Trauma,  Health,  &  Hazards  Center 
University  of  Colorado  Colorado  Springs 


This  presentation  was  made  possible  by  a  research  grant  awarded  to  Charles  C.  Benight  and  administered  by  the  U.S. 
Army  Medical  Research  &  Materiel  Command  (USAMRMC)  and  the  Telemedicine  &  Advanced  Technology  Research 
Center  (TATRC)  at  Fort  Detrick,  MD  under  Contract  Number  W81XWH-11-2-0153. 

Sincere  thanks  to  the  hospital  command  and  behavioral  health  department  at  Fort  Caron. 

The  views  expressed  in  this  article  are  solely  those  of  the  authors  and  do  not  represent  an  endorsement  by  or  the  official 
policy  of  the  U.S.  Army,  the  Department  of  Defense,  or  the  U.S.  Government. 
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ISTSS 


International  Society 
for  Traumatic  Stress  Studies 

ISTSS  29th  Annual  Meeting 


Resilience  After  Trauma: 

From  Surviving  to  Thriving 

November  7-9, 2013 
Pre-MMtIng  Institutes,  November  6 

Philadelphia  Marriott  Downtovim,  Philadelphia,  PA  USA 


Continuing  Medical  Education  Commercial  Disclosure 


Boston  University  School  of  Medicine  asks  all  individuals  involved  in  the  development  and  presentation 
of  Continuing  Medical  Education  (CME)  activities  to  disclose  all  relationships  with  commercial  interests. 
This  information  is  disclosed  to  CME  activity  participants.  Boston  University  School  of  Medicine  has 
procedures  to  resolve  apparent  conflicts  of  interest.  In  addition,  presenters  are  asked  to  disclose  when 
any  discussion  of  unapproved  use  of  pharmaceuticals  and  devices  is  being  discussed. 

I,  Charles  Benight,  have  the  following  commerdal  relationship  (s)  to  disclose: 


BlueSun,  Inc.,  President  CEO  and  stock  holder.  I  will  not  be  discussing  any  data  relative  to  this 
relationship. 
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Overview  of  Problem 

•  No  available  information  on  secondary 
traumatic  stress  prevalence  estimates  In 
military  mental  health  providers. 

•  The  Department  of  Veterans  Affairs  has 
observed  a  huge  Increase  in  the  number  of 
patients  with  PTSD  receiving  behavioral  health 
services,  from  139,062  in  1997  to  279,256  in 
2005  (Rosenheck  and  Fontana,  2007). 
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Overview  of  Problem 


•  Over  1.6  million  troops  have 
been  deployed  in  Iraq  and 
Afghanistan.  Approximately 
10  to  14%  will  be  diagnosed 
with  PTSD. 

•  More  than  60,000  troops 
have  done  3  or  more  tours. 

•  Approximately,  31,882  and 
6,773  have  been  reported 
as  wounded  in  action  in  OIF 
and  OEF,  respectively. 
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THE  MENTAL  HEALTH  DEMAND  IS 
BEYOND  COMPARE. 
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Overview:  PTSD-like  diagnosis  of 
Secondary  Traumatic  Stress  met  by: 

•  15.2%  of  social  workers  (Bride,  2007). 

•  19%  of  substance  abuse  counselors  (Bride  et  al.,  2009). 

•  20.8%  of  providers  treating  family  or  sexual  violence 
(Choi,  2011a). 

•  32.8%  of  emergency  nurses  (Dominguez-Gomez  and 

•  Rutledge,  2009). 

•  34%  of  child  protective  services  workers  (Bride  et  al., 
2007). 

•  39%  of  juvenile  justice  education  workers  (Smith 
Hatcher  et  al.,  2011). 
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Support  Net  Project:  Research  Aims 

•  Aim  1:  Determine  the  current  level  of 
secondary  trauma,  burnout  and  work 
engagement  in  military  mental  health 
providers. 

•  Aim  2:  Evaluate  the  utility  of  social  cognitive 
theory  as  a  framework  for  understanding  the 
stress  process  for  military  mental  health 
providers. 
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Theoretical  Model:  SupportIMet  Study 


General  Job 

[ 

Demands: 

L 

/ork  Stressor 

Work 

Engagement 
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Procedure 

•  Data  were  collected  by  means  of  an  online  survey.  An 
e-mail  with  information  about  the  SupportNet  study 
and  a  link  to  the  survey  was  sent  to  on-post  and  off- 
post  behavioral  health  providers  working  with  military 
patients. 

•  Off-post  providers  received  an  invitation  to  the  study 
through  an  online  newsletter  sent  by  TriWest 
Healthcare  Alliance. 

•  The  on-post  providers  were  contacted  by  e-mail  sent 
by  the  director  of  the  Department  of  Behavioral  Health 
at  Evans  Army  Community  Hospital  at  Fort  Carson,  CO 
and  by  the  Psychology  Consultant  to  the  U.S.  Army 
Surgeon  General. 
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Participants 

•  Of  339  participants  224  (66%)  met  the  inclusion  criteria 
(working  at  least  one  year  as  a  clinical  psychologist, 
counselor,  or  social  worker;  providing  services  for  a  military 
population;  and  being  indirectly  exposed  to  trauma  through 
work  with  patients). 

•  Slightly  more  than  half  of  the  sample  was  serving  as  on- 
post  (57%)  and  the  rest  as  off-post  (43%)  behavioral  health 
providers. 

•  Equally  split  between  those  who  did  and  did  not  have  any 
military  experience  (44%  and  56%,  respectively). 

•  19%  had  deployed  to  a  combat  zone  at  least  once. 

•  The  average  age  was  48.92  (SD  =  13.04)  years  and  the 
average  length  of  work  experience  was  16.40  (SD  =  10.42) 
years. 

•  The  participants  were  predominantly  women  (67%) 
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Therapy  Orientations 

•  90%  Cognitive  Behavioral  Therapy 

•  42%  Cognitive  Processing  Therapy 

•  30%  Prolonged  Exposure 

•  29%  Eye  Movement  Desensitization  and 
Reprocessing 
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Indirect  and  Direct  Trauma  Exposure 

•  Indirect  Exposure  and  Appraisal  of  the  impact  of 
indirect  exposure.  Participants  were  asked  to 
assess  how  hearing  about  each  checked  event  in 
the  STES  affected  them.  The  responses  are  given 
on  a  1  to  7  scale  (from  ''Very  Negative"  through 
"Neutral"  to  "Very  Positive"). 

•  Direct  Exposure:  List  of  10  potentially  traumatic 
events  included  in  the  STES:  "How  many  of  the 
types  of  traumatic  events  listed  above  have  you 
personally  experienced?"  (scale  from  0  to  10). 
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Secondary  Traumatic  Stress  &  Burnout 

•  Secondary  Traumatic  Stress  Scale  (Bride  et  al., 
2004).  17-items  that  match  the  list  of  symptoms 
corresponds  to  the  B,  C,  and  D  diagnostic 
criteria  for  PTSD  specified  in  the  DSM-IV-TR. 
Responses  were  given  on  a  1  to  5  scale  (from 
^^Never"  to  "Very  Often"). 

•  Oldenberg  Burnout  Inventory.  Assesses 
cognitive  and  physical  components  of 
exhaustion. 
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Work  characteristics  and  professional 

support. 

•  Primary  occupational  role  (clinical  psychologist,  counselor, 
psychotherapist,  or  social  worker),  therapeutic  approaches 
used  in  work  with  clients  (CBT,  CPT,  PE,  EMDR). 

•  Employment  status  (part-time,  full  time). 

•  Years  of  work  experience  as  a  mental  health  provider. 

•  The  exact  number  of  hours  of  individual  and  group  supervision 
received  monthly,  and  frequency  of  professional  peer  support 
(scale  1-7:  Never;  A  few  days  in  a  year;  One  day  a  month;  A 
few  days  a  month;  One  day  a  week;  A  few  days  a  week;  Every 
day). 

•  Workload  in  the  last  month:  constrained  by  (1)  having  too 
much  paperwork  and  (2)  having  too  many  patients  (scale  1-5: 
Less  than  once  per  month  or  never;  Once  or  twice  per  month; 
Once  or  twice  per  week;  Once  or  twice  per  day;  Several  times 
per  day). 
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Findings  and  Implications 
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Frequency  and  Percentage  of  Behavioral  Health  Providers  Meeting 
Diagnostic  Criteria  for  Secondary  Traumatic  Stress  Criteria  Due  to  on 
Indirect  Trauma  Exposure  through  a  Practice  with  Traumatized 

Military  Patients 


Criteria 

n 

% 

None  criteria  met 

76 

33.9 

Criterion  B:  Intrusion 

129 

57.6 

Criterion  C:  Avoidance 

67 

29.9 

Criterion  D:  Arousal 

79 

35.3 

Criteria  B  and  C 

53 

Ih.l 

Criteria  B  and  D 

66 

29.5 

Criteria  C  and  D 

51 

22.8 

Criteria  B,  C,  and  D 

43 

19.2 
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Correlates  of  STS 


•  STS  correlated 
significantly  with: 

-  Too  much  paperwork 
(r  =  .23). 

-  Too  many  patients. 

(r  =  .35) 

-  Direct  exposure  to  trauma 
(r  =  .21) 

-  Indirect  exposure  ratio  of 
trauma  patients  (r  =  -.14) 

-  Appraisal  of  indirect 
exposure  {r  =  -.37). 
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Next  Steps:  Mechanism  Analysis 
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Cultivation  and  Enabling  Hypotheses 


Cultivation  Hypothesis 


Enabling  Hypothesis 


CFI  =  .985,  RMSEA  =  .055,  SRMR  =  .039 
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Discussion 

•  STS  levels  with  all  major  criteria  in  this  sample 
were  significant  (19%).  Similar  to  other  health 
providers. 

•  Several  important  workplace  correlates  including 
appraisal  of  the  indirect  exposure,  amount  of 
direct  exposure,  paperwork  level,  and  patient 
load. 

•  Mechanisms  between  demands,  resources,  and 
negative  outcomes  must  be  determined.  Self- 
efficacy  and  social  support  may  play  key  roles. 
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Interventions 


•  Implications  for  supportive  interventions  that 
reduce  work  related  demands  and  increase 
interpersonal  and  intrapersonal  resources. 

•  No  RCT  data  exists  for  military  mental  health 
provider  secondary  trauma/burnout 
interventions 
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SupportNet  Project:  Intervention 

Phase 
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SupportNet  Project 


t 


Coaching 
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Caregivers  Need  Evidenced  Based 
Support  Too... 
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The  Secondary  Trauma  SetT-Efficacy  (STSE)  Scale  was  developed  and  psycbomethcally  e\'aluated  in  2 
studies  targeting  populations  indirectly  exposed  to  traumatic  events  through  work  with  traumatized 
clients.  Study  I  eruolled  betu>ioral  health  professionals  (a  »  247)  providii^  trauma  therapy  for  military 
clients  in  the  United  States.  Study  2  investigated  characteristics  of  the  STSE  Scale  among  health  care  and 
social  workers  (jSn  -  306.  An  =  193)  proiding  services  for  trauma  victims  and  survivors  in  Poiand. 
Rooted  in  social  cogrutive  theory,  the  7-iiem  STSE  Scale  is  used  to  evahme  perceived  ability  to  cope 
with  the  challenging  demands  resuhiog  from  work  with  traumatized  clients  and  perceived  aUhty  to  deal 
with  the  secondary  traumatic  stress  synqMoms.  In  both  studies,  explofatory  and  confinnalory  factor 
analysis  showed  uoidimeosioriality  erf*  the  scale.  The  results  indicated  good  internal  consistency  of  the 
STSE  Scale  and  its  stability  over  time.  STSE  correltfed  highly  or  moderalely  with  secondary  traumatic 
stress  symptoms.  Comparatively,  assoctatiocts  between  STSE  and  perceived  social  support  secondary 
traumatic  growth,  and  negative  beliefs  about  the  world  and  self  were  either  moderate  or  low.  The  STSE 
factor  structure  and  pattern  of  correlatiotts  with  the  validity  coeasures  were  invariant  across  the  2  studies, 
which  indicated  that  the  STSE  Scale  may  be  a  culturally  unbiased  instrument. 

Ke^'ords:  secondary  traumatic  stress,  self-efficacy,  measurement  vaUdity.  measmement  reliability 


Secondary  exposure  to  trauma  refers  to  the  widespread  phenom¬ 
enon  of  indirect  exposure  to  different  types  of  traumatic  material, 
such  as  contacts  with  people  who  have  experienced  traumatic 
events,  exposure  to  graphic  trauma  content  (e.g.,  reported  by  the 
survivor),  exposure  to  people’s  cruelty  to  one  another,  and  obser¬ 
vation  of  and  participation  in  traumatic  reenactments  (Pi»r1man  & 
Saakvitne.  1995).  Indirect  exposure  may  be  an  inherent  character¬ 


istic  of  occupations  such  as  mental  health,  health  care,  and  social 
work,  which  involve  providing  clinical  services  to  traumatized 
populations  (Klwood.  Mott  Lohr.  &  Galovski.  201 1).  Although 
indirect  (also  referred  to  as  secondary  or  vicarious)  cxposive  to 
trauma  through  work  might  have  a  positive  effect  on  service 
providers*  posttraumatic  growth  (Brockhousc.  Msctfi.  Cohen.  & 
Joseph.  2011).  research  suggests  that  indirect  exposure  is  related  to 
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highcr  levels  of  distress  (Peaiiman  &  Maclan.  1995),  negative 
cognitions  or  low  levels  of  self-trust  (Pcaiiman  &  Maclan.  1995). 
and  secondary  traumatic  stress  (Hlwood  et  al.,  2011). 

Secondary  traumatic  stress  is  one  of  the  most  often  investigated 
negati>e  consequences  of  indirect  exposure  to  trauma.  Although 
there  arc  many  deHnitions  of  secondary  imumatic  stress,  in  this 
article  it  is  defined  as  reactions  resembling  posttraumatic  stress, 
such  as  intrusive  rc-cxpcriencing  of  the  traumatic  material,  avoid¬ 
ance  of  trauma  triggers,  attd  emotions  arKi  UKieascd  arousal,  all 
resulting  from  indirect  exposure  to  trauma  (Bride.  Robinson.  Ye- 
gidts,  &  Figlcy,  2004).  Prevalence  of  secondary  traumatic  stress 
varies  from  15.2%  among  social  wotlers  (Bride.  2007).  16.3%  in 
oncology  staff  ((^naJ.  Harford.  &  Rutledge.  2009).  19%  in  sub¬ 
stance  abuse  counselors  (Brule.  Hatcher,  &  Humble.  2009).  32.8% 
in  emergency  nurses  (Dominguez-fjomez  &  Rutledge.  2009).  34% 
in  child  protective  services  workers  (Bride.  Jones.  &  MacMaster. 
2007).  to  39%  in  juvenile  justice  education  workers  (Hatcher. 
Bride.  Oh.  King.  &  Catrett.  201 1). 

Self'Kfllcacy  as  a  Protective  Factor 

In  response  to  the  common  secondary  traumatization  exposure 
and  hs  conscqucrKCs  among  several  occupational  groups,  re¬ 
searchers  and  professionals  have  advocated  for  testing  protective 
factors  (Elwood  ct  al..  2011;  Tyson.  2007).  Some  iruJividual  pro¬ 
tective  characteristics,  such  as  years  of  experience  as  a  clinician 
(Voss  Honell.  Holohan.  Didioo.  &  Varux.  201 1).  may  be  hard  to 
modify.  The  effectiveness  of  self-care  activities  (c.g..  leisure  time) 
in  reduction  or  prevention  of  distress  and  secondary  traumatic 
stress  symptoms  is  limited  (Bober  &  Rcgchr.  2006).  In  ccMitrast. 
trauma-ndalcd  cognitions,  such  as  self<fncacy.  are  modinable 
factors  that  may  contribute  to  ptosttraumatic  adaptation  (Khlers  & 
Qark,  2000). 

Self<fficacy  is  among  the  cognitions  that  may  be  seen  as  a 
proximal  determinant  of  health-related  outcomes  after  a  traumatic 
event  (Benight  &  Bandura.  2004).  According  to  social  cognitive 
theory  (SCT).  self-efficacy  mirrors  a  sense  of  control  over  envi¬ 
ronment  and  refers  to  the  perceived  ability  to  master  challenging 
demands  (such  as  major  stressful  events  and  their  aftermath)  by 
means  of  adaptive  actions  (Bandura.  1 997).  Self-efficacy  makes  a 
diffcrrocc  in  how  people  feel,  think,  and  act  (Bandura.  1997). 
Recent  SCT  dcvclopcncnts  suggest  that  beliefs  about  one's  own 
abilities  to  cope  help  in  overcoming  difficulties  arising  after  ex¬ 
posure  to  a  traumatic  event  (Benight  &  Bandura.  2004).  A  sys¬ 
tematic  nrview  confirmed  large  significant  negative  associations 
between  self-efficacy  and  negative  consequences  of  traumatiza¬ 
tion.  such  as  posttraumatic  stress  disorder  (PTSD;  Luszczynska. 
Benight.  &  Cicsiak.  2009). 

Secondan'  Trauma  Self-Efficacy 

Although  multiple  studies  have  shown  that  self-efficacy  ex¬ 
plains  posttraumatic  adaptation  (cf.  Luszczynska  et  al..  2009)  and 
several  measures  to  assess  self-efficacy  among  trauma  survivors 
have  been  developed  (c.g..  Hyre  ct  al..  2008;  Lambert,  Benight. 
Harrison.  &  Cicsiak.  2012).  we  found  very  few  studies  investigat¬ 
ing  sdf-cfficacy  or  other  positive  cognitions  in  the  context  of 
secondary  exposure  to  trauma  and  its  consoqucnccs.  Wc  identified 
only  three  studies  testing  for  self-efficacy  and  health  outccmics  of 
secondary  trauma  exposure. 


Among  professionals  who  are  at  risk  for  vicarious  exposure, 
scJf-cfficacy  is  associated  with  better  quality  of  life  (Prati.  Pictran- 
toni.  &  Cicognani.  2010),  less  compassion  f^guc  (Ortlcpp  &. 
Friedman.  2002)  and  lower  levels  of  secondary  traumatic  stress 
(Bonach  &  Hcckcrt.  2012).  It  is  important  to  note  that  those  studies 
assessed  work-related  self-efficacy,  referring  to  perceptions  of 
training  efficiency  and  perceptions  of  personal  cfTcctivencss  at 
work  (Bonach  &  Hcckerl,  2012;  Ortlcpp  &  Friedman,  2002).  or 
assessed  general  perceptions  of  the  capability  to  face  various 
challenges  at  work  (Prati  et  al..  2010).  This  work-related  ^proach 
to  measure  sclf-cfficacy  may  be  an  optimal  choice  to  investigate 
associations  bctwxxn  aggravated  job  stress  levels  among  workers 
and  global  consoqucnccs  of  stress  (c.g..  quality  of  life,  general 
distress).  In  contrast,  exploring  the  role  of  scif-cfficacy  beliefs  in 
the  context  of  secondary  trauma  exposure  and  its  potential  conse¬ 
quences  requires  evaluating  beliefs  about  the  capabtlhy  to  cope 
with  thoughts  aixl  feelings  related  to  secondary  trauma  exposure. 
As  SCT  suggests,  contexts  of  sclf-cfficacy  should  match  the  spec¬ 
ificity  of  the  environment  (e.g..  types  of  stressors)  and  the  out¬ 
comes.  Such  an  approach  is  also  in  line  with  the  optimal  matching 
hypothesis  (Cutrona.  1990).  indicating  the  need  for  testing  the  role 
of  social  cognitive  mediators  that  match  the  type  of  stressor  and 
stress  outcomes.  Therefore,  secondary  tmuma  self^fficacy  (STSE) 
is  defined  in  this  ^clc  as  perceived  ability  to  cope  with  the 
challenging  demands  resulting  from  work  with  traumatized  clients 
and  perceived  ability  to  deal  with  the  secondary  traumatic  stress 
symptoms. 

Aim  of  the  Study 

A  lack  of  knowledge  about  the  lelationships  between  self- 
cfficacy  and  outcomes  of  secondary  trauma  exposure  among  clin¬ 
ical  service  providers  may  be  due  to  the  fact  that  no  existing 
measure  of  sclf-cfficacy  is  available  to  assess  these  relationships. 
To  fill  this  void,  we  evaluated  the  ps)'chomctrk  properties  of  a 
newly  developed  measure  of  secondary  trauma  self-efficacy.  It 
was  hypothesized  that  the  STSE  Scale  would  have  a  unidimen- 
sionai  structure,  similar  to  other  measures  of  self-efficacy  (e.g.. 
Hyrc  ct  al..  2008;  Sefawarzer  &  Jerusalem.  1995).  In  evaluating  the 
congruent  validity  of  the  STSE  Scale,  we  expected  that  STSE 
would  be  moderately  or  strongly  associated  with  secondary  trau¬ 
matic  stress  symptoms.  As  for  the  discriminant  validity,  we  hy¬ 
pothesized  that  there  w-ould  be  low  to  moderate  correlations  be¬ 
tween  STSE  and  other  sccondao'  trauma-related  cognitions,  such 
as  (a)  perceived  social  support,  (b)  negative  cognitions  about  self 
and  the  world,  and  (c)  secondary  traumatic  growth. 

Theory  and  research  suggest  that  self-efficacy  relates  to  other 
cognitions  and  social  resources  that  predict  bcallh-rclaicd  out¬ 
comes  (Benight  &  Bandura,  2004).  Self-efficacy  may  be  enhanced 
by  social  support,  or  it  may  affect  social  support  seeking,  thus, 
indirectly  predicting  health-related  outcomes  (cf.  enabling  and 
cultiv  ation  hypotheses;  Schwarzer  &  Kik>U.  2007).  Therefore,  the 
association  between  STSE  and  perceived  social  support  would  be 
expected. 

Further,  most  prominent  theoretical  frameworks  explaining 
PTSD  synqMoms  (e.g..  emotional  processing  theory;  Foa  & 
Rothbaum.  1998)  assume  that  negative  cognitions  about  self 
and  the  world  arc  key  cognitive  determinants  of  the  outcomes  of 
the  exposure  to  traumatic  stress.  However,  research  has  indi- 
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catcd  that  these  negative  cognitions  operate  through  cHher 
trauma-specific  cognitions,  such  as  self-cfficacy  (Cieslak,  Be¬ 
night.  &  Lehman.  2008).  Therefore,  secondary  trauma  self- 
efficacy  might  also  be  correlated  with  negative  cognitions  about 
self  and  the  world  resulting  from  the  indirect  exposure  to 
trauma. 

Social  cognitive  theory  also  implies  that  strong  self-efftcacy 
may  enable  individuals  to  identify  important  opportunities  to 
promote  individual  growth  (Bandura.  1997;  Benight  &  Ban¬ 
dura.  2004).  Perceiving  positive  changes  resulting  from  a  strug¬ 
gle  with  traumatic  events  and  their  consequences  (Calhoun  & 
Tedeschi.  2006)  may  represent  a  positive  outcome  of  posttrau- 
rruUic  adaptation.  Perceived  posttiaumatic  growth  may  be  in¬ 
fluenced  by  self-efficacy.  In  particular,  functional  outcomes 
such  as  perceived  growth  may  develop  if  survivors  start  to 
actively  deal  with  posttraumalic  adversities  (Zoellner  &  Macr- 
cker.  2006).  Such  changes  and  individual  growth  rruy  occur 
after  secondary  trauma  (Arnold.  Calhoun.  Tedeschi.  &  Cann, 
2(X)5).  Therefore,  it  was  hypothesized  that  secondary  traumatic 
grow'th  would  be  associated  with  STS£. 


Study  1 

Method 

Participants.  The  study  was  part  of  a  larger  project  inv'csti- 
galing  secondary  trauma,  w'ork-rclaled  demands,  and  resources 
amof^  mental  health  care  providers  working  with  returning  sol¬ 
diers  in  the  United  States.  Inclusion  criteria  for  the  present  study 
were  (a)  working  at  least  1  year  as  a  clinical  psychologist,  coun¬ 
selor.  or  social  worker,  (b)  providing  services  for  a  military  pop¬ 
ulation;  and  (c)  being  indirectly  exposed  to  trauma  through  intcr- 
aetkm  with  patients.  Of  312  individuals  who  responded  to  any  of 
the  items  on  the  STSE  Scale.  247  participants  (82  men.  33.2%) 
were  qualified  for  the  present  study  based  on  the  proiously 
described  iiKlusion  criteria. 

Tabic  1  displays  demographic  information  of  the  sample.  On 
average,  participants  were  48.59  years  old  (5D  =  13.02).  The 
sample  consisted  of  clinical  psychologists  (47.0%).  counselors  or 
psychotherapists  (29.6%),  and  social  workers  (23.5%).  Partici¬ 
pants  experienced  indirect  exposure  to  different  types  of  traumatic 


Table  I 


Descripin  e  Statistics  for  Study  J  and  Study  2:  Oeimrgraphics.  Means,  and  Standard  Deviations 


Study  1  (a  = 

247) 

Study  2.  T1  (a 

=  306) 

Study  1 T2  (a 

=  193) 

Variable 

MtSD) 

«(ii) 

M(SD) 

« (II) 

M  (SD) 

«(*) 

Demographic  characteristics 

Age  (years) 

(^nd^ 

4839(13.02) 

35.41  (8.59) 

3S.QS  (8.10) 

female 

66.8(165) 

75.8  (232) 

79.3(153) 

Male 

iMimate  relationship 

33.2  (82) 

23.2(71) 

19.2(37) 

Loog-term  relatoonshtp 

75.7(187) 

73.9(226) 

77.2(149) 

Not  to  a  relationship 

Highest  academic  degree 

213(55) 

253  (78) 

223(43) 

High  schoed 

— 

20.6(63) 

18.1  (35) 

AssodMe's  degree 

4.0(1) 

— 

— 

Bachelor’s  degree 

4.0(1) 

21.2(65) 

19.7  (38) 

Master's  degree 

443(110) 

56.5(173) 

60.6(147) 

Doctorate  degree 

Professioa 

54.7(135) 

1.0(3) 

0.58(1) 

Cbnical  psychologists 

47.0(116) 

— 

— 

Health  care  providers 

— 

48.4(148) 

45.6  (88) 

Social  w'ork^ 

23.5  (58) 

37.6(115) 

40.9  a9) 

Counselors 

29.6  a3) 

— 

— 

Ocher 

— 

113(38) 

11.9  (23) 

Measures 

Perceived  social  support 

Total 

5.78(1.04) 

5.01  (1.50) 

— 

From  farnilv 

5.63  (IJO) 

4.86(1.71) 

— 

From  friend 

5  70(1  JO) 

4.94(1.57) 

— 

From  significant  other 

Negative  cognitions 

6,02  (IJ7) 

5.23(1.67) 

— 

About  world 

3.08(IJ4> 

— 

— 

About  self 

130(0.68) 

— 

— 

Secondary  traumatic  growth 

236(1.28) 

2.88(1.08) 

— 

Secondary  trauma  self-efficacy 
Secondary  traumatic  stress 

6.15(0.72) 

5.21  (0.93) 

5.28  (0.93) 

Total 

1.86(0.61) 

131  (0.64) 

— 

Intrusion 

1.77(038) 

155  (a74) 

— 

Avoidance 

1.89(0.71) 

Z14  (0.65) 

— 

Arousal 

1.92(0.71) 

133  (0.81) 

— 

Sou.  Percentages  may  not  add  up  to  100^  due  to  imssing  data  Ti/T2  -  Time  l/Time  1 


241 


Th>  documeni  bt  copyrighted  by  the  Amoican  htychobglcal  Aisodaiion  cr  one  of  its  albed  piMldiere. 
This  artcle  is  inletided  solely  for  the  iwsonal  use  ci  the  individual  user  and  is  not  he  dissemiruted  hrcolly 


920  CIESLAK  ET  AU 


o'cats.  including,  for  example,  military  combat  (89.1%).  physical 
assaults  (83.6%).  motor  vehicle  accidents  (82.6%),  and  natural 
disasters  (68.0%).  Additionally,  all  participants  were  also  directly 
exposed  to  a  traumatic  event,  with  the  average  number  of  three 
traumatic  oents  reported  per  person  (M  ~  3.26.  SD  =  1.84). 

Measures.  Participants  completed  a  set  of  questionnaires 
evaluating  secondary  trauma  self-efRcacy.  secondary  exposure  to 
trauma,  arsd  measures  used  for  the  validity  assessment. 

SecotuLxry  trauma  self-efficacy.  The  hems  of  Secondary 
Trauma  Self-Effkacy  (STSB)  Scale  were  developed  in  three  steps. 
RrsU  three  experimenters  (licensed  psychologists  specializing  in 
secondary  trauma  issues)  conducted  structured  interviews  with  30 
behavioral  health  providers  exposed  to  secondary  traumatic  stress. 
Tile  interviews  aimed  at  investigating  the  beliefs  about  the  abilhy 
to  deal  with  woil-relatcd  secondary  exposure.  Later,  the  experi¬ 
menters  screened  the  measures  originally  designed  to  assess  per¬ 
ceived  ability  to  cope  with  demands  resulting  from  the  exposure  to 
trauma  and  perceived  ability  to  deal  with  PTSD  symptoms  (Cie- 
slak  ct  al.,  2008;  H>7c  ct  al..  2008;  Lambert  ct  al..  2012).  They 
independently  selected  up  to  12  hems,  reflecting  the  sclf-cfBcacy 
statements  elicited  in  the  interviews.  Seven  hems  were  selected  by 
all  three  cxpcrimcntcfs  and  included  in  the  STSE  Scale.  The 


respective  items  were  modified  to  measure  self-efficacy  cognitions 
in  the  context  of  indirect  exposure  to  trauma  through  work  with 
traumad/ed  individuals.  In  the  next  step,  the  experimenters  inde¬ 
pendently  screened  the  interview  records  for  recurring  self- 
efficacy  statements  that  were  not  covered  1^  the  seven  items 
selected  in  the  previous  step.  Two  additional  sdf-cfficacy  state¬ 
ments  were  identified  using  the  consensus  method  and  were  added 
to  the  STSE  Scale. 

The  preliminary  version  of  the  STSE  Scale  consisted  of  nine 
items  beginning  with  the  same  stem  phrase  *'How  capable  am  I  to 
. .  .**  followed  by  the  nine  items.  Participants  were  asked  to  relate 
these  items  to  their  'Vork  with  people  experiencing  extreme  or 
traumatic  events.”  The  content  of  the  scale  is  presented  in  Rgure 
1.  The  responses  were  given  on  a  7-point  Likert-like  scale,  ranging 
from  1  (tv/y  incapable)  to  7  (very  capt^le). 

Secondary  trauma  exposure.  The  Secondary'  Trauma  Expo¬ 
sure  Scale  was  developed  for  the  present  study  to  measure  indirect 
exposure  to  traumatic  events  (Cieslak  ct  al.,  in  press).  It  consists  of 
a  list  of  to  potentially  traumatic  events,  including  natural  disasters, 
motor  vehicle  accidents,  other  serious  accidents,  physical  assaults, 
sexual  assaults,  other  life-threatening  crimes,  military  combat  or 
exposure  to  a  warzonc.  life-ihreatening  illness  or  injury,  sudden 


Sacontlary  Trauma  dtif-Efricacy  dealt 


For  each  situation  descrKieO  below,  please  rate  how  capable  you  are  to  deal  w4th  thougt^ts  (X  (eeings  that 
occur  (or  may  occur)  as  the  result  d  your  wort(  with  people  experiencing  extreme  or  traumatic  events 

Piea.se  rate  each  situation  as  you  CURRENTLY  beiievt. 


Vary  Incapable 

Somewhat 

Neither  incapable 

Somewhat  Capable 

Very 

incapable 

incapable 

nor  capable 

capable 

capable 

1  2 

3 

4 

5  6 

7 

*How  capable  am  1  to .  ..* 

.Deal  Witt  my  emotior>s  (anger,  sadness,  depression,  anxiety)  about  working  with  these  people 


.Find  some  meaning  in  what  had  happened  to  these  people 


.Control  recurring  dtstressmg  thoughts  or  images  about  these  people 


Deal  witi  thoughts  that  similar  things  may  happen  to  me 


.Be  supportive  lo  others  after  my  expeher>oes  with  these  people. 


.Cope  with  thoughts  that  I  can't  handle  working  these  with  people  anymore. 


_ Get  help  from  others  to  better  handle  working  with  these  people. 

Figure  J.  Secondary  Trauma  Self-Efficacy  Scale.  Original  item  oumben  were  I,  3,  4.  5.  7,  8.  and  9.  Two 
excluded  items  wem  "Deal  with  the  impact  these  people  ha>e  had  on  my  bfe**  litem  2)  aitd  "Keep  emotional 
balance  after  realizing  what  had  happened  lo  these  people"  (Item  6). 
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death  of  someone  close,  and  other.  Participants  indicated  whether 
they  had  been  exposed  to  each  traumatic  ornl  with  a  Yes-or-No 
format.  Additionally,  they  indicated  how  many  of  these  potentially 
traumatic  events  they  had  personally  experienced. 

Secomdary  traumatic  stress.  The  Secondary  Traumatic  Stress 
Scale  (STSS;  Bride,  et  aJ..  2004)  is  a  17-itcm  questionnaire  that 
measures  frequency  of  secondary  traumatic  stress  symptoms  in  the 
previous  month.  It  consists  of  five  items  for  the  Intrusion  subscalc. 
seven  items  for  the  Avoidance  subscalc.  and  five  items  for  the 
Arousal  subscale.  Participants  were  instrtKtcd  to  evaluate  the 
frequency  of  each  symptom  in  the  relation  to  their  work  with 
trauma-exposed  clients.  A  5-poifit  Likert-like  scale  was  used, 
ranging  horn  1  (never)  to  S  (very  often).  Cronbach*s  alphas  for  the 
present  study  were  .94  for  the  total  score.  .81  for  the  Intrusion 
subscale.  .87  for  the  Avoidance  subscaJe.  and  .85  for  the  Arousal 
subscate. 

Perceived  social  support.  The  Multidimensional  Scale  of  Per¬ 
ceived  Social  Support  (MSPSS;  Zimet.  Dahlem.  Zimet.  &  Farley. 
1988)  measures  the  availability  of  social  stq)pon  with  12  items, 
llte  instruction  was  adjusted  to  refer  to  difficulties  occurring  at 
work.  The  MSPSS  consists  of  four  hems  for  the  Family  subscale, 
four  hems  for  the  Friend  subscale.  and  four  items  for  the  Signif* 
icant  Other  subscale.  Participants  rated  the  degree  of  agreement  for 
each  hem  on  a  7-point  Likert-like  scale,  ranging  from  1  (very 
strongly  disagree)  to  7  (very  strongly  agne).  Cronbach’s  alphas 
for  the  present  study  were  .94  for  the  total  score.  .92  for  the  Family 
subscale.  .95  for  the  Friend  subscale.  and  .95  for  the  Significant 
Other  subscale. 

iSegative  cognitions.  Posttraumatic  Cognition  Inventory 
(PTCL  Foa.  Hhlers.  Clark.  Tolin.  &  Orsillo.  1999)  measures  neg¬ 
ative  cognitions  after  traumatic  events  and  consists  of  the  Negative 
Cognitions  About  the  World.  Negative  Cognitioos  Aborn  Self,  and 
Self-Blame  subscales.  Based  on  the  original  psychometric  data 
(Foa  el  al..  1999).  we  used  seven  items  measuring  Negative  Cog¬ 
nitions  About  the  World  and  seven  items  assessing  Negative 
Cognitions  About  Self.  In  the  modified  instruction,  respondents 
were  asked  to  refer  to  cognitions  occurring  aher  the  indirect 
exposure  to  trauma.  The  Self-Blame  subscale  was  not  used  be¬ 
cause  of  ongoing  discussion  related  to  its  validity  and  reliabilhy 
(Startup,  Makgekgenene.  &  Webster.  2007).  Participants  rated  the 
degree  of  agreement  to  each  item  on  a  7-point  Likert-like  scale, 
ranging  from  1  (totally  disagree)  to  7  (totally  agree).  Cronbach*s 
alphas  for  the  present  study  wrre  .89  for  the  total  score.  .88  for  the 
Negative  Cognitions  About  the  World,  and  .85  for  the  Negative 
Cognitions  About  Sdf. 

Secondary  traumatic  growth.  Posttraumatic  Growth 
Inventory-Short  Form  (PTGI-SF,  Cann,  ct  al..  2010)  was  used  to 
measure  positive  life  changes  resulting  from  indirect  exposure  to 
trauma.  The  original  PTGl-SF  was  a  10-hem  questionnaire  mea¬ 
suring  experience  of  positive  change  after  a  particular  traumatic 
event.  We  modified  the  instruction  asking  participants  to  rate  the 
degree  of  change  as  a  result  of  their  work  with  patients  who  were 
exposed  to  traumatic  events.  A  6-point  Likert-like  response  scale 
was  used,  ranging  from  0  (/  did  not  experience  this  change)  to  5  (/ 
experienced  this  change  to  a  very  great  degree).  Although  there 
are  five  subscalcs  in  the  PTGI-SF  measuring  different  types  of 
changes,  a  total  score  index  is  used  the  most  often  measure  (Cann 
ct  al..  2010).  Cronbach's  alpha  in  the  present  study  for  the  total 
score  was  .92. 


Demographics.  Demographic  questions  included  the  year 
participants  were  bom.  their  gender,  whether  they  were  in  an 
intimate  relatioiiship.  their  profession,  and  their  highest  academic 
degree  (Table  I). 

Procedure.  Potential  respondents  were  contacted  via  an 
e-mail  containing  information  about  the  study  and  the  link  to  the 
online  survey.  Off-post  providers,  who  were  located  in  the  civilian 
community,  received  the  e-mail  through  an  online  newsletter  sent 
by  TriWest  Healthcare  Alliance,  an  organization  maruging  health 
benefits  for  military  patients  and  their  families.  On-post  providers, 
who  were  located  at  military  installations,  received  the  e-mail  from 
the  director  of  the  Department  of  Behavioral  Health  at  Evans 
Army  Community  Hospital  at  Fort  Carson.  Colorado,  and  from  the 
Psychology  Consultant  to  the  U.S.  Army  Surgeon  C^neral.  Re¬ 
flective  agencies  sent  out  standard  invitation  e-mails  to  all  em¬ 
ployees  who  were  potential  participants  and  advertised  the  study  in 
their  internal  newsletters.  The  response  rate  was  not  available. 
Informed  consents  were  obtained.  The  study  was  approved  by  the 
institutional  review  board  (IRB)  at  the  University  of  Colorado. 

.Anrdytical  procedures.  Missing  data  for  all  variables  were 
replaced  with  hot  deck  imputation  (Myers.  2011).  The  hot  deck 
imputation  replaces  a  missing  value  with  an  existing  value  of 
another  participant  in  the  same  group  (deck)  as  the  paiticipanl  with 
a  missing  value.  The  deck  is  composed  of  combinations  of  levels 
of  categorical  variables.  The  use  of  the  hot  deck  imputation  is 
optimal  even  if  missing  values  are  not  completely  al  random  when 
missing  values  are  less  than  10%  of  all  values  (Myers.  201 1).  In 
total.  0.61%  of  values  were  replaced.  All  of  the  further  analyses 
were  performed  on  247  participants. 

With  gender,  intimate  relationship  status,  and  profession  as 
categories.  Little's  missing  completely  at  random  (MCAR)  tests 
showed  that  items  were  missing  completely  al  raixlom  for  the 
following  scales:  the  STSE.  =  19.87,  p  =  .99,  Secondary 

Traumatic  Growth,  ~  40.81,  p  =  31.  and  the  STSS. 

X^94)  =  77.78.  p  =  .89.  The  items  of  the  MSPSS  and  PTCI  were 
not  missing  completely  at  random.  “  55.74.  p  —  .01,  arwl 

X^II5)  =  178.17,;?  <  .001.  respcctively. 

Using  the  SPSS  Statistics  (Version  20).  the  following  statistical 
procedures  were  applied:  (a)  interitem  correlations  to  analyze 
relationships  among  the  STSE  Scale  items  to  eliminate  items 
whose  correlations  with  each  other  were  too  high  or  too  low;  (b)  a 
principal  component  analysis  to  explore  possible  dimensions  of  the 
STSE  Scale:  (c)  Cronbach’s  alpha  to  assess  internal  consistency 
reliability;  (d)  confirmatory  factor  analysis  to  test  hypothesized 
unidimensionality  of  the  scale;  (e)  corrected  item-total  correlations 
and  Pearson’s  conelalions  to  test  the  relationships  among  STSE 
and  the  measures  selected  to  establish  validity  of  the  new  instni- 
ment;  and  (0  a  principal  components  analysis  to  examine  discrim¬ 
inant  validity  (Clark  &  Watson.  1995)  of  the  STSE. 

The  confirmaloiy  factor  analysis  was  performed  with  AMOS 
(Version  20).  The  maximum  likelihood  was  used  as  an  estimation 
method.  Because  univariate  nonnoimality  and  multivariate  non- 
normality  were  diagnosed,  a  bootstrap  procedure  was  performed 
with  1 .000  bootstrap  sanqiles  (Byrne.  2009).  Three  conventional 
goodness-of-fit  itxlices  (Byrne.  2009)  were  used  to  evaluate  global 
model  fit:  root-mcan-squarc  error  of  approximation  (RMSHA). 
comparative  fit  index  (CFI).  and  standardized  root-mean  residual 
(SRMR). 
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Results 

Prclimioary  analyses.  Corrected  itcni'total  cofrclauons  were 
high  (Item  I:  r  =  .75,  Item  2:  r  =  .77,  Item  3:  r  =  .61.  Item  4:  r  = 
.75,  Item  5:  r  =  .66,  Item  6:  r  =  .74.  Item  7:  r  —  .68,  Item  8:  r  = 
38.  and  Item  9:  r  —  .65;  all  ps  <  .001).  Pearson’s  conclations 
were  computed  among  nine  items  of  the  STSE  Scale.  Results  of 
the  conelations  revealed  that  the  correlation  between  Item  I  and 
Item  2  was  high.  r(245)  =  .82.  This  high  correlation  indicated  that 
these  two  Hems  may  have  measured  the  same  aspect  of  sccotKiary 
trauma  self-cffkacy.  Therefore,  Item  2,  “Deal  with  the  impact 
these  people  have  had  on  my  life,”  was  dropped  from  further 
analyses  because  it  was  a  more  general  statement  than  Item  I. 
After  Item  2  was  removed  from  the  STSE  Scale.  Item  6,  “Keep 
emotional  balance  after  realizing  what  had  happened  to  these 
people."  had  high  corrclatiocu  with  Items  4.  5.  and  7,  all  rs  >  .65 
(ps  <  .(01),  in  addition  to  a  relatively  higher  corrected  item-total 
correlations  with  remaining  items.  These  high  conelations  indi¬ 
cated  that  Item  6  shared  a  high  percentage  of  the  variance  with 
these  three  items  specifically.  Therefore.  Item  6  was  dropped  from 
further  analyses,  resulting  in  seven  items  on  the  STSE  Scale.  The 
final  version  of  the  instrument  is  prescrMcd  in  Plgure  I.  Corrected 
item-total  correlations  for  the  seven-rtem  version  ranged  from  33 
to  .79.  Sample  distribution  analyses  showed  that  the  data  were 
negatively  skewed  for  all  items,  with  the  distribution  differing 
significantly  from  normal  (ps  <  .001). 

Exploratory  and  confirmatory  analysis.  A  principal  compo¬ 
nents  arralysis  was  perfonned  to  explore  the  component  structure 
of  the  seven  items  included  in  the  STSE  Scale.  The  analysis 
extracted  one  component  accounting  for  56.89%  of  the  variance 
(eigenvalue  =  3.98)  on  a  basis  of  the  eigenvalue  greater  than  1  for 
irKiusion  of  a  component.  Factor  loadings  of  the  Hems  ranged 
between  .71  and  .83. 


A  confirmatory  factor  analysis  for  a  one-factor  unconstrained 
model  showed  relatively  poor  model-data  fit.  RMSEA  =  .116. 
90%  lower  and  upper  confidence  limits  [.087,  .147];  CFl  = 
.936;  arwl  SRMR  =  .047.  Modification  indices  shov^cd  that 
error  variances  of  Items  4  and  5  should  covary.  The  modified 
model  ptesented  good  fit  with  RMSEA  of  .07 1.  90%  lower  and 
upper  confidence  limits  [037,  .106):  CEI  of  .978;  and  SRMR  of 
.036.  In  sum,  the  results  irvdicated  that  the  seven-item  STSE 
Scale  consisted  of  one  component. 

A  confirmatory  factor  analysis  conducted  with  the  bootstrap¬ 
ping  yielded  similar  fit  itulices  and  factor  loadings,  and  there¬ 
fore  suggested  good  model-data  fit.  Additional  analyses  showed 
that  model-data  fit  was  poor  (with  RMSEA  values  above  .10) 
when  confirmatory  factor  analyses  were  cortductcd  fcM’  eight- 
item  and  nine-item  versions  of  the  STSE  Scale,  with  tw-o 
previously  excluded  items  (2  and  6)  taken  into  account. 

Reliability  and  validity  analyses.  Internal  consistency  of 
the  seven-item  STSE  Scale  was  a  =  .87,  which  suggests  good 
reliability.  To  examine  validity  of  the  STSE  scale,  we  computed 
Pearson’s  correlations  among  STSE  and  theocelically  relevant 
constructs  (i.c..  secondary  traumatic  stress,  social  support,  sec¬ 
ondary  traumatic  growth,  negative  cognHions).  As  expected. 
STSE  was  fvegatively  correlated  with  secondary  traumatic  stress 
and  negative  cognitions  (cf.  Table  2).  wHh  29.2%  shared  vari¬ 
ance.  Consistent  with  our  expectation.  STSE  was  positively 
correlated  with  social  support.  There  was  a  small  significant 
positive  correlation  between  STSE  and  secondary  traumatic 
growth.  Results  of  partial  correlation  analyses  (with  the  number 
of  direct  trauma  exposures  controlled)  indicated  that  the  asso¬ 
ciations  between  STSE  and  the  other  study  variables  remained 
significant  and  similar  in  size  (Table  2). 


Table  2 

Pearsxttt's  Comiations  Among  the  Study  Variabies 


Measure 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

I  STSE 

.23“ 

.24“ 

.26’" 

.20“ 

-.64"’ 

-.49— 

-.60— 

-.61— 

.13’ 

at 

2.  Support:  Total 

32“ 

.89’” 

.90"’ 

.93"’ 

-.17" 

-.07 

-.22“ 

-.15’ 

.I3’ 

at 

.25“ 

3.  Support:  Family 

37“ 

.87"’ 

.67"’ 

.75"’ 

-.17" 

-.03 

-.23“ 

-.16" 

.14’ 

.02 

.24“ 

4.  Support:  Friends 

32“ 

ao”’ 

.54“ 

.79"’ 

-.17" 

-.10 

-.20" 

-.15’ 

.10 

at 

.26“ 

5.  Support:  Others 

.23“ 

.85“ 

.63“ 

.49"’ 

-.12" 

-.06 

-.16" 

-.10 

.10 

.06 

.20" 

6.  STSS:  Total 

-34“ 

-.33“ 

-.30”’ 

-.29"’ 

-.24"’ 

.83“ 

.89“ 

.95“ 

-.05 

.07 

-.65“ 

7.  STSS:  Intrusion 

-43“ 

-.21“ 

-.18” 

-.22” 

-.ir 

.87"’ 

.52“ 

.73“ 

.07 

.07 

-.49“ 

8.  STSS:  Avoidance 

-34“ 

-.36“ 

-33"’ 

-.28“ 

.94"’ 

.71“ 

.79“ 

-.16" 

.06 

-.61“ 

9.  STSS:  Arousal 

10.  Secondary  traumatic 

-31— 

-.28— 

-.23— 

-.24~- 

—.23*** 

.94— 

.77— 

.83— 

-.03 

.04 

-61— 

growth 

1 1 .  Negative  cognitions: 

14’ 

14’ 

.13* 

AT 

.10 

.10 

.13’ 

.06 

.IT 

.05 

.13’ 

World 

12.  Negative  cognitions: 

-32“ 

-ao”’ 

-.29”’ 

-.28"’ 

-.20"’ 

.47"’ 

.34“ 

.49’" 

45“ 

-.08 

Seif 

13.  Direct  trauma 

-31’" 

-.39“ 

-.37“ 

-.33"’ 

-.30“ 

.56— 

.40— 

.57— 

33“ 

-.10 

32“ 

exposure 

.05 

-.11 

-.12 

-.01 

-.13’ 

.19" 

.05 

.21“ 

32“ 

.10 

.16’ 

.04 

14.  STSE* 

.38"’ 

.30“ 

35“ 

.30"’ 

-.55“ 

-.40— 

-.54— 

-32“ 

.16’ 

-32“ 

-.49*" 

Note.  Correlations  in  upper  diagonal  region  show  values  for  Polish  data  <Snidy  2).  Correlations  in  lower  diagonal  region  show  values  for  U.S.  data  (Study 
1).  STSE  —  Secondary  Trauma  Self-Efficacy;  Support  -  Perceived  Social  Support  Scale  scores:  STSS  -  Secondar)'  Traumatic  Stress  Scale:  Direct  trauma 
exposure  in  Study  1  represertts  (he  number  of  direct  trauma  experiences:  direct  trauma  exposure  in  Study  2  represents  whether  participants  have  experienced 
any  of  direct  traumatic  events  (with  direct  exposure  dummy  coded  using  0  =  an  and  I  =  yes). 

*  Direct  exposure  partialed  out. 

•p<.05.  -p<.0l.  — p<.(»l. 
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To  examine  discriminant  validity  of  the  STSH  Scak.  we  per¬ 
formed  a  principal  components  analysis  with  the  seven  items  of  the 
STSE  Scale  and  the  randomly  selected  seven  STSS  items.  Based 
on  eigenvalue  greater  than  1  as  the  inclusion  criterion,  we  identi- 
Hed  two  components  accounting  for  a  total  of  55.82%  of  the 
variance  (eigenvalue  =  7.81).  One  component  consisted  of  the 
seven  items  of  the  STSE  Scale  (factor  loadings  ranging  from  .69  to 
.80),  and  the  other  component  consisted  of  the  seven  STSS  items 
(factor  loadings  ranging  from  .51  to  .84). 

Study  2 

The  results  of  Study  1  provided  pieliminary  support  for  validity 
and  reliability  of  the  STSE  Scale,  as  well  as  for  its  unifactorial 
structure.  As  data  were  collected  cross-scctionally,  the  time  sta¬ 
bility  of  the  scale  was  not  tested.  Moreover,  participants  worked 
with  a  specific  population  (ir.,  traumatized  military  patients).  A 
longitudinal  cross-validation  study  ccmducted  in  a  different  sample 
of  professionab  (i.e..  indirectly  exposed  to  civilian-related  trau¬ 
mas)  was  needed.  To  rectify  these  limitations,  we  designed  Study 
2  to  longitudinally  evaluate  the  psychometric  pre^rties  of  the 
STSE  Scale  among  workers  providing  services  to  traumatized 
civilian  population  within  a  different  cultural  coittext  (in  Poland). 
ExtciKling  the  findings  of  Study  1.  Study  2  provided  a  cross- 
cultmal  cross-validation  study. 

Method 

Participants.  Health  care  and  social  workers  providing  ser¬ 
vices  for  civilian  survivors  of  traumatic  events  participated  in  the 
research.  The  study  was  a  part  of  a  larger  investigation  focusing  on 
determinants  of  how  job  demat»ds  and  resources  contribute  to 
development  of  secondary  traumatic  stress.  Inclusion  criteria  for 
the  present  study  were  (a)  working  at  least  1  year  as  a  health  care 
provider  (nurse  or  paramedic)  or  social  worker;  (b)  providing 
services  for  a  civilian  population  suffering  from  trauma;  ainJ  (c) 
being  indirectly  exposed  to  trauma  through  interaction  with  pa¬ 
tients  or  clients.  Of  309  participants,  three  participants  were  ex¬ 
cluded  because  they  reported  having  no  exposure  to  potential 
secondary  traumatic  events:  this  resulted  in  a  sample  of  306 
participants  (71  men.  23.2%).  Table  1  displays  demographic  in¬ 
formation  of  the  sample.  The  mean  age  was  35.4 1  years  old  (5D  — 
839)  at  Time  1.  The  sample  consisted  of  148  health  care  providers 
(48.4%).  115  social  workers  (37.6%),  and  39  other  professionals 
(12.3%).  A  lower  average  education  level  among  Study  2  partic¬ 
ipants  compared  with  those  in  Study  1  resulted  from  the  differences 
in  the  occupations  and  the  national  regulations  pertaining  to  the 
academic  degree  required  for  registered  practice.  In  particular. 
47%  of  Study  1  participants  were  clinical  psychologists,  who  are 
required  to  have  a  doctorate  degree  in  order  to  practice,  whereas 
the  majority  of  Study  2  participants  were  nurses  and  social  workers 
who  ate  required  to  have  a  bachelor's  or  master's  degree  in  order 
to  practice  their  profession.  Participants  were  indirectly  exposed  to 
different  types  of  traumatic  events  at  work,  including  life- 
threatening  illness  or  injury  (88.9%);  physical  assault  (87.3%); 
sudden,  unexpected  death  of  someone  close  (82.7%);  transporta¬ 
tion  accident  (73.2%);  natural  disaster  (30.1%);  or  military- 
related  trauma  (9.5%).  Additionally.  75%  of  respondents  re¬ 
ported  that  they  experienced  a  direct  exposure  to  traumatic  event 


at  least  once.  The  number  of  direct  exposures  to  trauma  was  not 
assessed. 

(Df  those  306  participants  who  completed  the  Uroe  1  assess¬ 
ment.  193  (37  men.  19.2%)  took  part  in  Time  2  measurement  (sec 
Table  1  for  demographics).  Attrition  analysis  showed  f»o  signifi¬ 
cant  differences  between  completers  and  dropouts  in  terms  of  age. 
items  of  the  STSE  Scale,  and  the  STSE  Scale  total  score  (/s  < 
1.47,  /ts),  as  well  as  relationship  status  and  education  (x^  <  4.78. 
rur).  However,  compared  with  dropouts,  completers  were  more 
often  women  atkd  social  workers,  ^  4.45.  p  <  .05.  The  mean 
age  for  Time  2  was  35.41  years  iSD  —  839).  The  sample  for  Tune 
2  consisted  of  88  health  care  providers  (45.6%).  79  social  workers 
(40.9%),  23  others  (1 1.9%),  and  three  respondents  who  did  not 
provide  information  about  their  profession  ( 1 .6%). 

Measures.  Participants  completed  the  same  set  of  measures  as 
in  Study  1,  such  as  (a)  Secondary  Trauma  Self-Efficacy  Sc^  (a  = 
.88):  (b)  Secondary  Trauma  Exposure  Scale;  (c)  Secondary  Trau¬ 
matic  Stress  Scale  (os  =  .93  for  a  tola)  score  and  .79  for  Intrusion. 
.85  for  Avoidance,  and  .87  for  Arousal  Symptoms  subscales);  (d) 
Multidimensional  Scale  of  Perceived  Social  Support  (as  =  .96  for 
a  total  score  and  .96  for  Support  From  Family.  .96  for  Support 
From  Friends,  aenJ  .93  for  Support  From  Significant  Others  sub- 
scalcs);  and  the  short  form  of  the  Posttraumatic  Growth  Inventory 
(a  —  .92).  The  Secondary  Trauma  Exposure  Scale  in  Study  2 
assessed  whether  participants  have  experienced  directly  any  of  the 
10  traumatic  events.  The  scale  measuring  the  negative  cognitions 
abcxit  the  world  and  self  was  not  included.  The  Polish  versions  of 
the  scales  were  prcpaied  using  back -translation  procedures.  As  in 
Study  1,  participants  were  asked  to  ie^>ond  to  the  items  in  the 
context  of  work-related  indirect  exposure  to  trauma. 

Procedure.  Data  were  collected  with  a  web-based  survey.  The 
following  recruitment  strategies  were  applied:  disuibution  of  leaf¬ 
lets  and  a  public  presentation  of  the  study  during  the  annual 
n^onal  meetings  of  professional  organizations,  advertisements  in 
specialist  journals  reaching  all  registered  professionals,  and  infor¬ 
mation  posted  on  web  sites  for  specialists  and  practitioners  (mental 
health  professionals,  nurses,  doctors,  and  emergency  and  social 
services  workers)  working  with  traumatized  clients.  Those  who 
were  interested  were  informed  about  the  study  aims:  they  then 
provided  informed  consent  and  filled  out  the  questionnaires.  Six 
months  later.  rc^Kmdcnls  received  an  e-mail  invitation  to  take  part 
in  Time  2  measurement.  The  mean  time  elapsed  between  Time  1 
and  Time  2  surveys  was  162.26  days  (SO  =  3935).  Personal 
identification  codes  were  used  to  secure  anonymity.  The  study  was 
approved  by  the  IRR  at  the  first  authors'  home  institution  in 
Poland. 

.Analytical  procedures.  As  in  Study  1.  missing  data  were 
replaced  using  the  hot  deck  imputation  method  (Myers.  2011).  In 
total.  1.59%  values  were  replaced.  The  Little's  MCAR  tests  indi¬ 
cated  that  items  were  missing  completely  at  random  for  the  fol¬ 
lowing  scales:  the  STSE  Scale  at  Time  I,  x^Gf^)  =  1 8.22.  p  =  31; 
the  STSE  Scale  at  Time  2.  x^30)  =  32.91  p  =  32;  the  MSPSS. 
X^98)  =  Il5.8l,p  =  .11;  and  the  STSS,  x^l93)  =  217.20. p  = 
.11.  The  PTGI  items  w«re  not  missing  completely  at  random. 
X^53)  =  80.06.  p  =  .01. 

Cronbach’s  a  served  as  the  index  of  internal  consistency  reli¬ 
ability.  Pearson's  correlation  was  used  to  assess  test-ietcst  reli¬ 
ability  by  correlating  Time  1  and  Time  2  STSE  scares  and  to  test 
validity  of  the  scale  by  correlating  STSE  with  the  relevant  con- 
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structs.  We  performed  the  exploratory  and  confirmatory  factor 
analyses  using  the  same  procedure,  software,  and  interpretation 
criteria  as  in  Study  1. 

Results 

Preliinioary  analyses.  Table  1  displays  means  and  standard 
deviations  of  all  variables.  In  line  with  Suidy  1.  Items  2  and  6  were 
removed  from  ninc-hem  version  of  the  STSE  Scale,  and  the 
scs'cn-itcm  version  was  used  for  further  analysis.  Pearson's  corre¬ 
lations  among  nine  items  of  the  STSE  Scale  (Time  I)  showed  that 
the  correlation  between  Items  1  and  2  was  high,  ri 304)  =  .8 1 .  p  < 
.001.  and  that  Item  6  was  highly  correlated  with  Items  4.  5.  and  7, 
rs  >  .68.  Sample  distribution  showed  that  Items  1. 3. 4.  and  7  were 
normally  distributed,  and  Items  5.  8.  and  9  were  mildly  and 
negatively  skewed,  with  the  distribution  difTeriitg  significantly 
from  normal  (ps  <  .001). 

Exploratory  and  confirmatory  factor  analysts.  Using  the 
data  obtained  from  306  participants,  we  performed  the  principal 
components  analysis  to  explore  possible  dimensions  of  the  STSE 
Scale  (Time  I).  The  analysts  extracted  only  one  component  ac¬ 
counting  for  61.87%  of  the  variance  (eigenvalue  =  4.33).  Factor 
loadings  for  the  seven  items  ranged  between  .64  and  .87. 

The  confirmatory  factor  analysis  w  as  performed  to  further  eval¬ 
uate  the  parameter  estimates  and  model  fit  of  the  one-factor 
solution  of  the  STSE  Scale.  In  line  with  Study  1,  eiror  variances  of 
Items  4  and  5  were  assumed  to  covaiy.  The  analysis,  conducted  for 
306  participants,  suggested  good  model-data  fit  with  RNfSEA  = 
.050.  90%  lower  and  upper  confidence  limits  [.008,  .083|.  CFl  = 
.991.  and  SRMR  =  .023.  These  results  showed  that  the  STSE 
Scale  consisted  of  one  primary  component. 

Rdiability  and  validity  of  the  STSE  scale.  Internal  consis¬ 
tency  of  the  STSE  Scale  was  assessed  at  both  time  points.  Cron- 
bach’s  alpha  values  were  .89  at  Time  1  and  .88  at  Time  Z 
indicating  good  internal  consistency.  Tcst-rctcst  reliability  was 
examined  on  the  sample  of  193  participants  who  completed  the 
STSE  Scale  at  both  measurement  points  (165-<lay  period).  The 
association  between  the  STSE  scores  at  Time  1  and  Time  2  was 
high,  i1l9l)  =  .65.  p  <  .001. 

Table  2  displays  conelations  among  STSE  at  Time  I  and 
theoretically  relevant  constructs.  As  expected.  STSE  was  nega¬ 
tively  correlated  with  sccondao'  traumatic  stress.  Consistent  with 
the  hypotheses  and  the  results  of  Study  I.  STSE  was  positively 


correlated  with  social  support.  In  line  with  the  results  of  Study  1, 
STSE  and  secondary  traumatic  growth  were  positively  associated, 
although  the  correlation  was  small.  Results  of  partial  correlations 
(whh  direct  trauma  exposure  controlled)  indicated  that  associa¬ 
tions  between  STSE  and  the  other  study  variables  remained  sig- 
niheant  and  similar  in  size  (Tabic  2).  Across  the  study  variables, 
participants  exposed  to  trauma  diiectly  did  not  differ  from  those 
without  a  direct  exposure  (all  Fs  <  1.93.  ps  >  .168). 

Factor  modd  invariance.  A  two-grotq)  model  leprcscnling 
the  respective  samples  was  tested  in  order  to  evaluate  if  the 
one-factor  structural  model  tested  in  Study  1  and  Study  2  was 
invariant  across  the  U.S.  (a  =  247)  and  Pblish  (n  =  306)  samples. 
Because  of  multivariate  nonnonnality.  the  bootstrap  procedure  was 
performed  (Byrne.  2009).  Tabic  3  di^lays  the  goodncss-of-fit 
statistics  for  the  two-group  model.  Compared  with  the  uiKon- 
strained  model  (sec  Model  1.  Table  3).  the  model  with  factor 
loadings,  variances,  and  the  covariance  constrained  to  be  equal  in 
both  groups  (Model  2.  Table  3)  difTcied  significantly  in  terms  of  fit 
indices.  A)f^(l5)  =  90.02.  p  <  .001.  Therefore,  Model  2  was 
rejected.  Further,  the  model  with  error  variances  constrained  to  be 
equal  for  two  groups  (Model  4.  Table  3)  was  also  rejected. 
Ax^9)  =  76.91.  p<  .001. 

Further  analyses  showed  that  the  nested  model  with  factor 
loadings  constrained  to  be  equal  across  both  groups  (Model  3. 
Table  3)  did  not  differ  from  the  unconstrained  model.  Ax^6)  — 
10.69.  nr,  and  therefore  Model  3  should  be  accepted.  Additionally, 
the  model  with  the  covariance  constrairred  to  be  equal  in  both 
groups  (Model  5,  Table  3)  did  not  differ  from  the  unconstrained 
model.  Ax^(l)  =  0.40.  nr.  and  therefore  Model  5  should  be 
accepted.  Based  on  these  results,  the  final  model  with  factor 
loadings  and  the  covariance  constrained  to  be  equal  across  both 
groups  (Model  6;  Table  3)  was  compared  with  (he  urKonstrained 
model.  The  results  indicated  that  the  final  model  did  not  differ 
form  the  unconstrained  model.  AxV7)  =  10.72.  nr.  and  therefore 
Model  6  may  be  accepted  as  the  final  model.  Factor  loadings  of  the 
items  in  the  final  model  arc  displayed  in  Figure  2. 

Diflercnces  in  as-socuitioiis  across  Study  1  and  Study  2. 
Across  both  studies,  similar  Pearson’s  correlations  were  found 
among  STSE  Scale  and  the  following  indices:  Perceived  Social 
Support-total  score,  z  —  1.13.  p  =  .26;  Perceived  Support  From 
Family,  z  —  0.37,  p  =  .71;  Perceived  Support  From  Friends,  z  — 
0.76,  p  =  .44;  Perceived  Support  From  Significant  Others,  z  — 


Tabic  3 

Goodness-of-Fit  Statistics  for  Tests  of  invariance  of  Factor  ^ructure  for  Study  I  and  Study  2 


Model  Description 

x’ 

x’/<<r 

RMSEA 

CR 

SRMR 

CR 

NR 

Ax’ 

ANR 

1.  Hypothesized  model  (uoconstraanedi 

2.  Factor  loadings,  variances,  and  covariance  constiaiaed 

51.19 

2.01 

043 

.986 

036 

.974 

.972 

- 

- 

to  be  equal 

142.30 

3.47 

.067 

.945 

.068 

.937 

.925 

9o.or- 

048 

3.  Factor  louJings  constrained  to  be  equal 

62.87 

1.97 

.042 

-983 

045 

.969 

.967 

10.69 

.006 

4.  Variances  constrained  to  be  equal 

129.10 

3.69 

.070 

.949 

.053 

.942 

.932 

76.9  r- 

.041 

5.  Covariance  constrained  to  be  equal 

6.  Factor  loadings  and  covariance  constrained  to  be  equal 

52.59 

1.95 

.041 

.986 

.036 

.974 

.972 

0.40 

.000 

(final  model  i 

6191 

1.91 

.041 

.984 

045 

.969 

.967 

10.72 

006 

Note.  The  indicates  a  change  in  a  chi-square  suiisUc  from  the  hypothesized  model:  ~  degrees  freedom.  RMSBA  =  nMt-mean-squate  error  of 
approximation:  CR  —  comparative  fit  index:  SRMR  =  standardized  root-meao-square  residual:  GR  =  goodness-of-fit  index:  NR  =  oomied  fit  index. 
***p  <  .001:  A  significant  Ax^  ^'alue  indicates  that  the  model  was  not  a  good  fit  for  the  hypothesized  model. 
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Figure  2.  Raal  two-gftHq>  coafirmBtory  factor  analysis  model  of  the  Secoodary  Trauma  Self-Efficacy  Scale. 
Standardized  regression  vseights  (i.e..  factor  loadings  L  sariances.  and  conelations  between  error  variances  are 
presented.  In  the  Hnal  modeU  fkrtor  loadings  and  covviance  are  constrained  to  be  equal  in  Study  1  and  Study 
2.  Numbers  before  the  slash  refer  to  Study  1 :  numbers  after  the  slash  refer  to  Study  2.  STSE  =  Secondary 
Trauma  Self-E^»cacy.  Full  list  of  the  STSE  Scale  Hems  ptesented  in  Figure  1.  All  parameters  signifKant  at  /?  < 
.001. 


0.37.  p  =  .71;  Secorkdary  Traumatic  Stress-total  score,  z  —  1-79, 
p  —  .07;  Secondary  Traumatic  Stress-Intnision  subscalc.  z  =  0.89, 
p  =  .38;  Secondary  Traumatic  Stress- Avoidance  subscalc.  z  — 
1.04.  p  =  .30;  Secondary  Traumatic  Stress-Arousal  subscale. 
Z  =  1.70.  p  =  .08;  and  Secondary  Traumatic  Growth,  z  =  O.IZ 
p  =  .91.  In  sum.  the  associations  found  in  the  two  studies  (Tabic 
2)  did  not  differ  significantly. 

General  Dlscus5don 

Our  studies  evaluated  the  charactenstics  of  the  Secondary 
Trauma  Self-Efficacy  (STSE)  Scale,  a  measure  designed  to  capture 
beliefs  about  the  ability  to  deal  with  barriers  associated  with 
secondary  exposure  to  trauma.  This  short  seven-item  scale  tackles 
the  barriers  of  tasks  at  work  (including  providing  services  to 
trauma  sur>*ivors),  but  it  also  refers  to  controlUttg  emotional  aftd 
cognitive  reactions  rdaicd  to  the  indirect  exposure.  Compared  with 
other  measures  of  sclf-cfficacy  that  were  previously  applied  in  the 


context  of  exposure  to  secondary  trauma,  the  STSE  Scale  is 
specific  to  challenges  posed  by  the  indirect  exposure  to  trauma, 
including  environmental  (i.e..  work-related)  and  individual  (cog¬ 
nitive  and  emotional)  demands.  As  proposed  in  SCT.  sdf-effkacy 
beliefs,  which  make  a  difference  in  specific  stressful  situations, 
should  closely  reflccl  the  demands  related  to  this  situation  (cf. 
Bandura.  1997).  Further,  in  line  with  optimal  matching  hypothesis 
(Cutrona.  1990).  the  scale  matching  both  stressful  demands  and 
stress  outcomes  may  oOcr  the  best  approach  to  investigating 
sdf-cfikacy  related  to  scccMidary  exposure. 

Results  of  the  present  studies  supported  the  one-factor  structure 
of  the  STSE  Scale  and  its  good  reliability.  Factor  analyses  com¬ 
paring  the  two  language  versions  indicated  the  invariant  structure 
of  the  scale.  Such  structure  is  in  line  with  SCT,  assuming  that 
self-cffkcacy  is  a  one -dimensional  construct  (Bandura.  1997).  Uni¬ 
factorial  structure  of  other  types  of  self-cfficacy,  such  as  general 
sclf-cffkcacy  or  sclf-cfficacy  referring  to  coping  with  one's  own 
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trauma,  also  confirmed  in  studies  testing  psychometric  char¬ 
acteristics  of  other  self-cfficacy  measures  (Hyre  ct  al.,  2008; 
Lambert  ct  al..  2012;  Schwarzer  &  Jerusalem.  1995).  Rirthcr, 
sclf-cfificacy  referring  to  secondary  trauma,  measured  with  the 
STSE  Scale,  showed  high  stability  over  6  months.  According  to 
SCT.  moderate  to  high  stability  may  be  expected,  because  self- 
cffkacy  may  fluctuate  over  time  due  to  masterv  experiences  over 
environmental  and  intrapcrsonal  challenges  (Bandura.  1997).  In 
sum.  the  results  piovidc  cvideiKC  for  good  psychometric  properties 
of  the  scale  and  vrrify  its  theoretically  assumed  structure. 

In  both  studies,  secondary  trauma  self-cfHcacy  was  related  to 
the  selected  constructs,  as  hypothesized.  The  negative  associations 
between  STSE  and  secondary  traumatic  stress  vverc  signifKant  and 
moderate,  indicating  that  beliefs  about  alnlity  to  deal  with  chal¬ 
lenges  related  to  secondary  trauma  exposure  are  important  in 
predicting  lower  levels  of  secondary  traumatic  stress.  The  size  of 
coirdation  coefficients  corresponds  to  associations  between  sclf- 
efficacy  and  health  outcomes  reported  in  mcta-analyscs  dealing 
w  ith  survivors  of  primary  tr^ma  (Luszczyciska  ct  al..  2009).  In  the 
only  other  study  testing  for  associations  between  secondary  trau¬ 
matic  stress  and  sdf-efficacy  (Bonach  &  Hcckcrt.  2012).  research- 
ers  applying  a  measure  of  efficacy  that  refened  to  resporuJents* 
own  role  and  efficiency  at  work  found  weak  associations,  and  only 
1%  of  secondary  traumatic  stress  variance  was  explained.  In  con¬ 
trast.  self-efficacy  measured  with  STSE  Scale  explains  23%-39% 
of  variance  in  secondary  traumatic  stress.  In  conclusion,  the  STSE 
Scale  showed  a  potential  to  help  explain  the  psychological  distress 
process  among  workers  exposed  to  secondary  trauma. 

The  conelations  between  secondary  trauma  sclf<fficacy  and 
other  trauma-related  cognitions  such  as  negative  cognitions  about 
self  and  about  the  world  (Eoa  &  Rothbaum.  1998)  and  secondary 
traumatic  growth  were  significant  (higher  self-efficacy  was  asso¬ 
ciated  with  less  negative  cognitions  and  with  higher  growth)  and  in 
the  low  to  moderate  range.  Therefore,  the  amount  of  variance 
shared  between  these  variables  was  not  high,  confirming  that 
STSE  and  other  constructs  are  distinct  aspects  of  cognitive  func¬ 
tioning  aher  secondary  exposure  to  trauma.  Similar  strength  of 
associations  between  self-efficacy  and  cognitions  about  self  and 
the  world  was  found  in  research  dealing  with  victims  of  primary 
exposure  to  tratona  (Cicslak  ct  al..  2008).  We  have  identified  no 
ocher  study  showing  associations  between  self-efficacy  and  cog¬ 
nitions  about  self  and  the  world  in  the  context  of  secondary  trauma 
exposure;  therefore,  our  findii^s  provide  a  {Heliminaiy  novel 
evidence  for  the  interplay  between  positive  and  negative  cogni¬ 
tions  among  professionals  exposed  to  secondary  trauma.  Euturc 
research  should  investigate  if  these  general  negative  cognitions 
operate  through  trauma-specific  cognitions,  such  as  STSE. 

Finally,  secondary  trauma  self-efficacy  measured  with  the  STSE 
Scale  was  moderately  related  to  higher  levels  of  social  support 
from  family,  friends,  and  other  significant  sources.  The  findings 
are  in  line  with  posttraumatic  adaptation  model  assuming  that 
social  resources  should  foster  self-cfRcacy  beliefs  (Benight  & 
Bandura.  2004)  as  well  as  in  line  with  models  explaining  associ¬ 
ations  between  social  support  aitd  cognitions  (Schwarzer  &  Knoll. 
^)07).  Further,  models  explaining  factors  affecting  practitioners 
working  with  clients  exposed  to  trauma  focused  solely  on  support 
from  work -related  sources  (cf.  Voss  Horrell  ct  al..  2011).  Our 
findings  suggest  that  support  from  sources  outside  work  may  also 
play  a  relevant  role.  As  two  previous  studies  accounting  for  sclf- 


cfficacy  and  social  support  among  professionals  exposed  to  sec¬ 
ondary  trauma  did  not  test  for  the  associations  between  these 
constructs  (Bonach  &  Hcckcrt.  2012;  Oitlcpp  &  Friedman.  2002). 
no  comparison  between  our  results  and  previous  research  can  be 
made.  Our  findings,  ibcrefore.  provide  novel  preliminary  evidence 
for  the  relationship  between  self-eflicacy  and  support  from  sources 
outside  work. 

In  sum.  the  present  research  provides  evidence  for  the  validity  of 
the  STSE  Scale.  All  hypothesized  associations  of  secondary 
trauma  self-efficacy  with  the  secondary  traumatic  stress,  negative 
cognitions,  secondary  traumatic  growth,  and  perceived  social  sup¬ 
port  were  confinned.  The  sizes  of  correlation  cocfficicols  were 
similar  in  both  language  versions  of  the  STSE  Scale.  Hiture  studies 
are  needed  to  further  evaluate  whether  the  STSE  Scale  is  a  si^rerior 
predictor  of  adaptation  after  secondary  exposure  to  trauma,  com¬ 
pared  with  other  measures  of  self-cfficacy.  such  as  general  self- 
cfficacy  (Schwarzer  &  Jerusalem.  1995)  or  work-related  efficacy 
(Bcmach  &  Hcckcrt  2012). 

The  strength  of  our  research  lies  in  testing  the  STSE  Scale 
properties  in  two  different  contexts.  Similar  patterns  of  associa¬ 
tions  emerged  from  data  collected  in  the  United  States  and  Poland, 
attd  the  two  language  versions  showed  similar  psychometric  prop¬ 
erties.  The  findings  were  similar  for  workers  exposed  to  civilian- 
rclatcd  secondary  trauma  and  those  who  were  exposed  to  second¬ 
ary  trauma  through  providing  services  to  military  personnel.  These 
results  indicate  that  the  STSE  Scale  is  a  robust  measure  and  allow 
for  a  preliminary  conclusion  that  secondary  trauma  sclf<fricacy 
may  have  similar  properties  and  operate  similarly  across  different 
cultural  contexts.  Further  research  is  needed  to  investigate  indi¬ 
viduals  in  diffcreni  types  of  occupations,  such  as  oncology  nurses 
or  juvenile  justice  education  workers,  who  may  suffer  from  rela¬ 
tively  high  levels  of  secondary  traumatic  stress  (Bride  ct  al..  2007; 
Domingucz-Gorocz  &  Rutledge.  2009;  Hatcher  ct  al..  2011). 

The  utility  of  the  STSE  Scale  in  sccondar>'  trauma  expcrictKcs 
that  are  uruelatcd  to  work,  such  as  secondary  trauma  exposure 
reported  by  partners  of  cancer  patients  or  spouses  of  military 
service  members,  may  be  low.  Three  items  of  the  STSE  Scale  refer 
to  barriers  experienced  due  to  working  with  traumatized  individ¬ 
uals.  Further,  a  reference  to  interaction  with  other  people  at  work 
may  not  be  ideal  in  case  of  some  professionals  exposed  to  sec¬ 
ondary  trauma,  such  as  clergy  members  (Hendron.  Irving.  & 
Taylor.  2012).  The  phrase  ''working  w'hh  these  people”  could  be 
replaced  with  “interacting  with  these  people.”  but  other  versions  of 
the  STSE  Scale  with  language  adjustments  wxHild  require  addi¬ 
tional  psychometric  evaluations. 

Our  research  has  some  limitations.  Data  were  collected  among 
relatively  heterogeneous  samples,  but  several  occupational  groups 
that  may  suffer  from  relatively  high  secondary  traumatic  stress 
were  not  included  (c.g..  emergervey  nurses  or  juvenile  justice 
system  workers:  Dominguez-Gomez  &  Rutledge.  2009;  Hatcher  ct 
al..  2011).  Although  both  studies  applied  multiple  recruitment 
strategics  in  order  to  reach  diverse  target  populations,  these  are 
both  convenience  samples.  Future  research  needs  to  account  for 
the  representativeness  of  the  samples. 

The  utility  of  the  STSE  Scale  was  not  compared  w  ith  the  utility 
of  other  measures  of  sclf-cfficacy.  The  instructions  in  the  original 
measures  assessing  social  support,  growth,  and  negative  cognitions 
were  modifWd  in  cmlcr  to  tackle  participants'  functioning  in  the 
context  of  work-related  secondary  exposure.  Changing  more  gen- 
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cnJ  measures  (ix.,  referring  to  any  type  of  trauma  exposure  or  any 
type  of  stressful  event)  into  spcci5c  mcasuies  by  means  of  nar¬ 
rowing  down  the  instructions  might  inflate  the  observed  associa¬ 
tions  between  the  constructs.  The  number  of  situations  of  direct 
exposure  to  traumatic  events  was  not  evaluated  in  Study  2.  Future 
research  needs  to  account  for  other  occupational  groups,  different 
types  of  self-<fTicacy.  arid  other  stress  outcomes,  such  as  job 
burnout  or  diminished  quality  of  life.  Studies  aiming  at  further 
psychometric  evaluation  of  the  STSE  Scale  may  consider  iiKrlud- 
ing  additional  items  to  assure  that  the  STSE  concept  is  cowred  in 
a  sufficiently  broad  way.  On  the  other  hand,  short  versions  of  the 
STSE  Scale  may  be  needed  for  multivariate  investigations.  Future 
studies  need  to  clarify  how  the  secondary  trauma  sclf-cflficacy 
construct  may  operate  and  whether  it  influences  practitioners* 
well-being  and  their  effectiveness  at  work.  Developing  a  psyebo- 
metrically  souikJ  measure  of  the  secondary  trauma  sclf-cflficacy 
was  an  essential  step  preceding  research  on  evaluating  mecha¬ 
nisms  and  the  effects  of  secondary  trauma  sclf-cfincacy. 

The  present  study  investigated  the  properties  of  a  rtew  measure 
of  self-efficacy,  referring  to  coping  with  secondary  trauma  expe- 
rieiKcs.  The  data  collected  among  professionals  working  with 
civilians  and  military  trauma  victims  indicated  good  psychometric 
characteristics  of  the  STSE  Scale  and  Us  invariance  for  two  lan¬ 
guage  versions.  The  interest  in  research  on  secondary  traumatic 
stress  is  growing  as  organizations  and  practitioners  call  for  iden¬ 
tifying  protective  factors  (Elwood  et  al..  201 1;  Tyson.  2007;  Voss 
Honef  1  ct  al..  20 1  i ).  Secondary  trauma  self-efficacy  may  consti¬ 
tute  one  of  the  key  protective  individual  resources,  promoting 
well-being  and  operating  in  concert  with  other  individual  and 
environmental  resources  (Luszczynska  ct  al..  2009).  Our  research 
proposes  a  new  measure  to  assess  this  personal  resource. 
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Secondary  Traumatic  Stress  Among  Mental  Health  Providers 
Working  With  the  Military 

Prevalence  and  Its  Work-  and  Exposure-Related  Correlates 
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Abstract:  Our  rcscardi  a&sc&acd  the  prevalence  of scoondaiy  tnumatie  stres 
(STS)  among  mental  hcalA  providers  uxMking  mfliaty  patictls.  W;  also 
investigatrd  pcnonal,  uxxi-idauxi,  and  exposurc-rdauxi  ooridaccs  of  STS. 
Finally,  usii^  mett-analysis.  the  mean  level  of  STS  synptoms  in  tiis  popu- 
btion  «as  comparod  tsith  die  mean  level  of  these  synpcoms  in  other  groups. 
Partcipants  (A/  •  224)  complctod  measures  of  indiroct  exposure  to  trauma 
(/.n.,  divosity.  volume,  fiequency,  ratio),  appraisal  of  sococulary  exposure 
impact,  direct  exposure  to  trauma,  STS.  aiui  woA  characcrisics.  The  peeva- 
icnoc  ofSTS  tsas  19.2%.  f\xsonal  histoiy  of  trauma,  oomphnts  about  having 
too  miny  paticRts,  and  more  negative  appraisals  of  ire  inipact  caused  by  an 
ndiroct  cxpoairc  to  vaurm  nverc  assodatod  rsith  hi^r  fiequency  of  STS 
^rmptoms.  A  mett-analysis  shovicd  trat  tse  severity  of  invusion.  avoidance, 
and  arousal  symptans  of  STS  uas  simdar  across  various  groups  of  pro- 
fiasionah  indirectly  exposed  to  trauma  mental  health  providers,  rescue 
uorlccrs,  sodal  workers). 

Key  HcH’ds:  Secondary  traumatic  stress,  indiroct  exposure  to  trauma, 
mentsl  healdi  providers,  mfliary  trauma. 

iJNerv  Afcfi/  Dts  20I3;30I:  917-925) 


The  rates  of  poBttnumatic  stress  disotder  (Pl'SD)  amor^  the  US 
inilitary*  and  veterans  across  studies  raige  from  a  current  preva¬ 
lence  of2%  to  17%toa  lifetime  prevalence  of6l%  to  31%  4  Richaidsun 
ct  al.,  2010).  Ilicse  rates  aie  higher  than  in  the  general  US  popula¬ 
tion,  in  which  the  cunent  prevalence  is  3.5%  <  Kessler  et  al.,  2005) 
and  the  lifetime  prevalence  is  6.8%  (Kessler  et  al^  2005).  live 
numbers  of  military  or  veteran  patients  seeking  menial  health  care 
have  grown  drastically  in  recent  years,  lire  Department  of  Veterans 
Aflfairs  (VA)  alone  has  observed  a  200%  increase  in  the  manber  of 
patienis  with  PFSD  receiving  behavicral  health  services,  frem 
139,062  in  1997  to  279,256  in  2005  (Koscnhcck  and  Fortana,  2007). 
Wife  a  growing  need  for  treatmoit,  the  VA  alone  added  4,330  menbl 
health  professionals  to  its  workforce  ( Vbss  HorreD  et  al.,  201 1 ).  lliese 
statistics  show  that  the  papulation  affected  indinrctl)'  by  trauma 
through  providing  services  for  traumatized  patients,  is  Rowing 
rapidly.  Given  the  exponential  increase  in  clinicaJ  need  and  poten¬ 
tial  for  scccndary  exposure  by  military  mental  health  providers,  the 
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purposes  of  this  im'estigation  were  threefold:  a)  to  explore  the 
prevalence  of  secondary  traumatic  stress  (STS)  amot^  mental  health 
providers  working  with  military  patients  and  to  compare  the  severity 
of  STS  symptoms  in  this  population  with  other  mental  health  pro¬ 
viders;  b)  to  test  the  relationship  between  indirect  exposure  to  trau¬ 
ma  and  STS;  and  c)  to  imestigatc  the  possible  conelates  of  STS. 
These  aims  were  achieved  throt^h  a  two-study  approach,  with  study 
I  focusing  on  the  prevalence  and  correlates  of  STS  and  study  2 
conductirrg  a  meta-analysis  to  compare  o\r  sample  prevalence  with 
other  indirectly  exposed  samples. 

Psychosodal  Effects  of  Indirect  Trauma  Exposure 
Aaoss  Occupational  Croups 

Whereas  most  studies  examinij^  the  effects  of  PTSD  have 
focused  on  traiana  survivors  or  victims,  information  about  the  effect 
on  providers  deliverir^  trauma  tre^ent  is  more  limited.  Indirect 
(also  called  vicarious  or  secondary)  exposure  to  trarana  throu^  work 
with  traumatized  patierXs  might  have  a  positive  effect  on  providers* 
posttraumdic  growth  (Blockhouse  et  al.,  201 1),  biX  it  is  also  pre¬ 
dictive  of  higher  distress  (Pearlman  and  Mac  laa  1995),  increased 
ne^tive  cognitions  low  level  of  self-trust;  Pearlman  and  Mac 
Ian,  1995),  and  higher  job  burnout  ( Ballenger-Biowning  et  al.,  201 1 ). 

Most  studies  imestigating  the  n<^ative  effects  of  indirect 
trauma  exposue  on  mental  heal  th  providers  have  focused  on  a  set  of 
conceptually  ov-erlapping  outcomes.  'Hrese  include  vicarious  trau¬ 
matization  (McCann  and  Pearlman.  1990),  compassion  fatigue 
(Figlcy;  2002),  aid  STS  (Bride  ct  al.,  2004X  The  oi^oii^  discussion 
about  the  similarities  and  the  differences  betvM^n  these  coiKepts 
(Jenkins  and  Baird,  2002)  shows  that  their  definitions  share  one  or 
more  of  the  following  components:  indirect  exposure  to  a  traisnatic 
material,  PfSD  symptoms,  aid  negative  diifis  in  therapists*  cogni¬ 
tive  schema.  STS  is  usually  associated  with  therapists*  PlSD-like 
reactiens,  such  as  intrusive  le-experiencir^  of  the  traimaic  materi¬ 
al,  avoidance  of  trauma  triggers  and  emotions,  and  increased  arousal, 
all  resultii^  from  indirect  exposure  to  clioits*  trauma  (Bride  et  al., 
2004 ).  Compassion  fatigue  is  defined  as  reduced  empathic  capacity' 
or  client  interest  manifested  throi^h  Ixfeavioral  and  emotional  re¬ 
actions  from  exposure  to  traimatizing  experioices  of  others  (Adams 
et  al..  2006).  Finally,  vicarious  trauma  is  the  nejpitive  co^iitive  shift 
in  therapists*  worldview  (McCann  and  Pearlman,  1990). 

Ihc  inoor^ruities  in  these  definitions  have  led  to  some  reearch 
discrepaicioi  on  the  consequences  of  indiect  trauma  exposure  and 
have  also  hindered  cross-sampk  comparisons.  Ihis  stuc^'  used  the 
term  secondary  traumatic  stress  to  measire  the  indiroct  exposure  to 
clients'  trauma  material  th^  leads  to  the  providers*  PlSD-like  symp¬ 
toms  of  rc-dperioicir^.  avoidir^.  and  hyperarousal,  correspondir^ 
with  criteria  B,  C,  and  D,  respectively,  of  the  Diagnostic  atd  Statistical 
Manual  of' Ment<d  Disorders.  Foirth  Edition.  Test  Revision  (D,9A/-/K 
Tk;  American  Psychiatiic  Association  [APA],  2000). 

Prevalence  of  STS  differs  across  studies  and  occt^ation 
groups.  For  example,  when  measured  with  the  Seconday  Traumatic 
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Stress  Scale  (STSS;  Bride  d  al..  2001),  DSM-n'-TR  (AR\,  2000) 
criteria  B,  C,  and  D  for  a  RI'SD-like  diagnosis  of  STS  were  met 
by  152%  of  social  werkers  <Bridc,  2007),  162%  of  oncology  staff 
(Quifial  et  al..  2009),  19%  of  substance  ^use  counselors  (Bride 
et  al.,  2009),  20.8%  of  providers  treating  family  or  sexual  violence 
(Choi,  201  la),  32.8%  of  emergency  nuisoi  (Domii^uez-Gomez  and 
Rutle^e.  20(19),  34%  of  child  protective  sa^-iecs  vvorkers  (Bride 
et  al.,  2007),  and  39%  of  juv  enile  justice  education  workers  (Smith 
Hatcher  et  al..  201 1).  lliere  is  no  estimaUonofthe  prevalence  ofSTS 
onoi^  mental  health  specialists  pres  iding  treatment  for  military*  and 
vrterai  patients.  In  addition,  we  were  un^le  to  ideiti  fy  any*  research 
cn  severity  of  the  irarusion,  avoidance;  and  arousal  sy  mptoms  in  this 
^Kcific  group  of  providers.  'ITierefore,  the  present  stuciy  aimed 
d  identifyii^  STS  prevalence  and  symptom  severity  among  mental 
health  providers  working  with  military  patients. 

Usirig  a  meta-analytic  ^froach,  we  aimed  to  oonpare  the 
severity  of  the  STS  syn^toms  idcrtified  in  the  present  study*  sonple 
with  the  severity  of  these  symptoms  amor^  otho*  populations  offerii^ 
services  to  traumati/ed  clients.  Becaise  the  discrepancies  between 
studio:  to:  ting  the  prevalence  of  STS  may  result  fromapply’ingdifro'ent 
assessment  methods,  prevalence  mela'analysis  should  compare  d^ 
oollocted  with  the  same  measure  (e)&,  the  STSS;  Bride  et  al..  2004). 

The  Complexity  of  Indirect  Exposure  to  Trauma 

Ihe  next  aim  of  this  study*  wras  to  im  oit^ale  the  basic  assump¬ 
tion  that  indirect  expostre  to  traumatic  events  is  a  critical  factor  in  the 
developmera  of  STS  sym^tems.  VMiereas  measurii^  direct  exposure 
to  trauna  is  a  .standard  approach  in  sbdies  an  PISU,  many*  studies 
STS  focus  more  on  the  PrSD-like  symptoms,  reflecting  DSM-i K/ff 
criteria  B.  C,  and  D  for  a  RTSD  diagnosis  ( APA,  2000).  and  p^*  less 
^tention  to  the  indiect  exposiae  (criterion  Al)  hypothetically*  causir^ 
these  symptoms.  Moreover,  ev  en  if  a  measire  of  indirect  exposure 
is  used  in  a  .study,  it  is  oOen  analysed  as  a  dichotomous  or  one- 
dimensional  vari^le,  usually  refenii^  to  diration  of  work  with  trau¬ 
matized  patietts  (Dev'illy  et  al.,  2009;  C^cket  al.,  2011 ). 

Assuming  that  exposure  to  trauma  patients  is  a  one-dmensional 
construct  m^*  partially*  oplain  the  inconsistencies  in  reseaxrh  on 
the  associ^ons  between  indirect  traiina  exposure  and  STS  (Sabin- 
Harrell  and  lupii,  20(B).  TocLoify  which  a^ects  of  the  exposure  m^* 
be  relevant  for  STS,  wc  accouraed  for  foir  indices  of  indirect  trauma 
exposire  in  menial  hcaitfi  provido^:  div  etsity;  voliane,  frequency*,  and 
ratio.  Diversity  reflected  the  variety*  of  indirect  trauma  exposure  and 
allows  for  determining  whether  a  prov*ider  treats  patients  for  Rl'SD 
<aused  by  one  type  of  traianitic  event  (e.j^,  natiral  disaster)  or  whether 
a  provider  oilers  services  for  p^ients  with  RFSD  caused  by  multiple 
types  of  traimatic  everts  (e.g.,  a  combat-related  eeperienoe,  transpor- 
t^ion  accident).  Voliane  referred  to  the  ntanber  of  patients  treated 
for  exposiae  to  a  traumatic  evert.  Frequency  indic-Aed  how  oOen  a 
provida  was  exposed  to  a  patientk  traumatic  material  Ratio  indicated 
the  percenlage  of  traian^lred  patioits  in  the  providers  case  load.  Fur¬ 
ther,  because  the  mertal  heakh  providers  in  this  stidy  prov  ided  ther 
serv  ices  to  military  and  veteran  patients  the  ratio  of  patients  with 
traiana  <aused  by  a  military*  combat  experience  was  ako  considered. 

Psychosocial  and  Work-Related  Correlates 

In  addition  to  the  indirect  exposiae  to  trauma  organi/ational 
md  individual  factors  may  aflfect  professionals  working  with  trau- 
rmtbed  military*  padetts  (Vbss  Horrell  et  d.,  2012).  Hor  example, 
a  prov  ido's  own  direct  exposure  to  traumatic  ev  ents  m^*  contribiAe 
to  STS  symptoms  (cf.  D^illy  et  al.,  2009).  ITius,  one^  personal 
trauma  history  should  be  acooimted  for  when  testily  for  the  rela¬ 
tionship  between  indirect  exposure  and  STS.  Keceit  lesearoh  indi¬ 
cated,  however,  that  the  results  of  studies  testily  the  relationship 
between  personal  history  of  trauma  and  STS  were  inconclusive 
(Klwood  el  al.,  201 1).  The  discrepaicies  in  the  results  may;  to  some 
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dej^ee,  depend  on  the  type  of  the  direct  trauma  exposure  measured. 
For  exan^le,  lifetime  personal  history*  of  trauma,  bu  not  post-year 
traiana  exposure,  was  positively  correlated  with  STS  in  child  pro¬ 
tective  services  workers  (Bride  et  al.,  2007). 

Iheories  of  FFSD  emphasize  the  importance  of  cognitive 
appraisals  as  centributers  to  the  etiology  and  maintoianoe  of  PTSD 
(DalgIcisK  2004;  FTilers  and  Clark,  2000).  In  particular,  negative 
appraisals  about  the  nature  and  meaning  of  the  event  (e.^,  whether 
it  offers  thriat  or  safety),  aboiM  the  self  (ejg.,  ractions  to  the  event 
and  subsequent  trauma  symptoms),  and  about  the  world  (e.g.,  other 
peopled  reaction  to  the  event)  are  all  .said  to  contribute  to  the 
development  of  posttraumatic  distress  (Khlers  and  Clark,  2000). 
Other  ty’pes  of  cognitive  appraisals  may  imolve  evaluations  of  the 
importance  or  intact  of  the  stress  exposiae  on  laibsequent  (utk- 
tionii^.  bideed,  theories  of  straps  assume  this  type  ofeo^itive  ap- 
pr^al  as  a  key  component  of  stress  and  adaptation  processes 
predictive  of  stress  con.sequcnccs  (lazams  and  Fdlkman,  1984). 
Fialha,  the  indiv*idiial*s  appraisal  of  the  impact  of  the  exposure  is 
related  to  the  DSM-fV^TR  (APA,  2000)  criterion  F  for  the  FFSD  di¬ 
agnosis  regarding  the  significanoe  of  hmctional  impairment.  Ihere- 
fore,  the  present  study*  im*e:tigated  the  Feiation.ship  between  the 
mental  health  prov*iders*  ^praisal  of  the  impact  of  the  indirect 
exposure  and  STS  symptoms. 

In  addition  to  the  indirect  exposiae,  appraisal  of  its  impact, 
and  direct  exposiae  to  trauma,  some  work  characteristics  m^*  also 
predict  STS  in  mental  health  providers.  Iheories  eiplaining  dstress 
among  workers  hi^li^ted  that  work-related  demands  and  work- 
lel^ed  si^poit  have  predicted  en^loyees*  well-being  (Ciesiak  et  al, 
2007;  Van  der  Doef  and  Macs,  1999).  In  line  with  this  assump¬ 
tion.  work-related  characteristics  were  found  to  predict  STS  sy'mp- 
toms,  and  their  effect  was  stror^er  than  the  effect  of  the  indirect 
exposure  (Devilly  et  al.,  2009). 

(hie  work -related  characteristic  rpeciffc  to  meital  health  pro¬ 
viders  is  the  type  of  psychotherapy*  provided,  such  as  prolor^ed  ex- 
posire  (FE).  One  might  oonsid<T  this  to  be  a  rude  factor  for  therapists, 
yet  any  a.ssunptions  should  be  made  with  caution  because  providir^; 
exposure  therapy*  for  trauma  patients  was  not  foind  to  be  related  to 
STS,  whereas  clinicians  who  advocate  exposure  therapy*  but  do  not 
provide  it  for  patients  were  foiaid  to  present  strong  STS  symptoms 
( Deighton  et  al.,  2007). 

Frofcs-sional  social  support  is  oOen  identified  as  a  protective 
factor  for  the  development  of  STS.  'Hie  results,  however,  are  am¬ 
biguous,  even  for  studies  using  the  same  measure  of  STS.  For  ex¬ 
ample.  imestigators  of  bitemet  child  pomo^aphy  who  indiiated 
high  social  support  from  fanily  aid  friends  reported  low  STS,  but 
sUor^  reliance  on  co-workers  was  correlated  with  high  STS  ( Foez 
et  al.,  2010).  High  work-relied  social  support  was  foiaid  to  predict  a 
low  level  of  avoidance  symptoms  but  ws  uirelied  to  intnision  and 
arousal  symptoms  of  STS  (Argentero  and  Setti,  201 1).  bi  addition, 
some  aspects  of  organizational  support  (e.g.,  informational  support) 
seem  to  be  an  inpoitant  protectiv  e  factor  for  dev  elopment  of  STS 
symptoms  (Clioi,  201  lb).  Ihere  is  also  evidence  for  reducii^  STS 
symptoms  through  professional  support  received  in  clinical  sqiervi- 
sion  (Creamer  and  Liddle,  2005).  I'his  evidence  diows  that  profes- 
sicnal  .si^crvisicn  may  constitute  apratective  factor  for  development 
of  STS.  Collectively,  the  research  is  equivocal  on  the  positive  and 
ne^tive  effects  of  professional  support  for  mental  health  providers. 

STUDY  1:  PREVALENCE  AND  CORRELATES  OF  STS 

'Hie  pirpose:  of  this  study*  were  twofold:  a)  to  test  the  rela¬ 
tionship  between  indirect  exposure  to  trauma  (measured  with  a 
multidimensional  assotsnent  of  the  eeposure,  iiKluding  diveisity, 
voliane.  frequency,  and  ratio)  and  S'FS  and  b)  to  imesti^te  the 
possible  correlates  of  STS:  personal  history  of  trauma,  providers* 

■  2013  Uppincatt  Williims  <(  H^lkins 


Copyright  C  2013  Uppincott  Wiliams  &  Wilkins.  Unauthorized  reproduction  of  this  article  is  prohfoited. 

253 


The  foumal  of  Nefwus  and  Mental  Daease  •  Volume  201,  Nufnb€r  11,  November  2013 


Secondary  Traumatic  Stress 


^praUa)  of  the  impact  of  seccndai>'  exposure,  woii  chaiacteristica, 
aid  professional  si^porl. 

Methods 

Participants  and  Procedure 

This  stu<^'  was  part  of  the  oi^oing  Si^portNet  Project 
designed  to  evaluate  indiiect  exposure  to  trauma;  vroric-related  de¬ 
mands  and  resources;  and  their  impact  cn  job  bmout  vrork  en- 
^gement,  and  STS  in  military'  mental  health  providers.  Data  were 
collected  by  means  of  an  online  sur>'ey.  An  e-mail  with  information 
^ota  the  Si4»portNet  study  and  a  link  to  the  sur\ey  was  sent  to  on- 
post  and  ofTpost  behavioral  health  prov’iders  workii^  with  military 
patients.  The  off-post  providers  (/.e.,  located  in  the  ci>'ilian  convnu- 
nity)  received  an  im*itation  to  this  stu<^'  throt^h  an  online  newsletter 
scit  by  TriWest  Healthcare  Alliance,  an  or^nbation  that  manages 
health  benefits  for  military  pAents  and  their  familia.  Ihe  on-post 
providers  (Le^  vwrking  within  military  installations)  were  contacted 
by  e-mail  .sent  by  the  director  of  the  Department  of  Behav  ioral  Health 
ii  Evans  Army  Conmunity  Hospital  at  Fort  Carson,  CO,  and  by  the 
psychology  consultant  to  ^e  US  Army  Surgeon  General. 

Of  339  participarts  who  initially  consented  to  this  study.  224 
(66%)niettheincliisioncriteria(/.e,vwikii^^  least  I  yearas  adinical 
psychobgist,  counselor,  or  social  vwtker;  pravidir^  so^ices  for  a 
military  population;  and  beii%  indiectiy  eiposed  to  trauma  throt^ 
vrork  with  patients)  and  completed  the  survey,  llie  meai  age  was  4S.92 
(SD,  1 3.04)  yea%  and  the  m<an  len|^  of  work  experience  vras  16.40 
(SD,  10.42)  years.  Demographic  and  work  characteristicsof  the  sample 
ae  preserved  in  I'dile  1.  Ihe  paticfiants  were  predominantly  women 
(67%);  with  doctorate  (54%)  or  masfcr'k  dcgrocs  (46%);  and  workup 
hill  time  (78%)  or  pal  time  (22%)  as  clinical  psychologists  (45%), 
ootaiselors  (31  %X  or  soda!  vroikers  (23%).  Slightly  more  than  half 
the  sample  was  servir^  as  on-post  (57%);  and  the  rest,  as  ofTpost 
(43%)  behavioral  health  providers.  The  san^le  was  abnost  equally 
2^it  between  those  who  did  and  those  who  did  not  have  arr>’  military 
experiaice(44%and56^'«,  rwpcctrvdy).  One  fifth  of  the  sample  ( 19^ 
had  deployed  to  a  combat  rone  at  lost  once.  Th^  reporfcd  using  a 
mixftire  of  differoit  therapeutic  ^proaches,  with  most  reportiiig  cqg- 
nitivr  bdiavioral  therap>'  (CBT,  9^)%),  followed  by  cc^niti>e  proocss- 
ir%  therap>'  (CPT,  42%),  PE  (30%),  aid  eye  movement  doensitbation 
aid  reprocessing  ( HMDR,  29%). 

Measures 

The  online  questionnaire  consisted  of  several  instruments. 
Indirect  exposure  to  trauma 

Ihe  Secondary  Irauma  Exposiae  Scale  (STES)  was  devel¬ 
oped  for  the  purpose  of  this  study  to  measure  mental  health  pro¬ 
viders*  indirect  exposure  to  traumatic  events.  Similar  to  the  brief 
instmments  desired  for  screening  direct  oiposure  to  traiana  (Norris, 
1990),  the  STES  consists  of  the  list  of  potentially  traunutic  events.  In 
the  STBS,  however,  paticiparas  are  not  instmeted  to  indicate  the 
traumatic  events  they  personally  experienced  but  to  check  the  events 
(answvs  yes  or  no)  the>'  were  exposed  to  through  their  work  with 
patients.  The  list  of  10  events  included  natural  disasters,  transpoita- 
tion  accidents,  other  serious  accidents,  physical  assaiits,  sexual  as¬ 
saults.  other  life-threatening  crimes,  military  combii  or  exposure  to  a 
war  zone,  life-thicatening  illness  or  injtry,  sudden  death  of  someone 
dose,  and  a  global  category  of  ‘‘other.** 

Ihe  Sl^S  measues  four  aspects  of  indirect  exposire:  diversity; 
vobrne,  frequency  and  ratio.  Ihe  divffsit>'  indei  is  calculated  1:^ 
cotsitir^  how  mai>’  types  of  traianatic  events  were  diedced  on  the  list 
(range,  0-10).  Nbliane  and  frequency  of  an  indirect  exposure  were 
measiaedwith  two  sqiarate  questions  also  refeirii^  to  the  list:  “Durir% 


your  professional  c-oeer,  how  man>'  of  your  patients  experienced  at 
least  one  of  the  above  everts?**  (the  response  scale  “none,  1  or  2, 1 0  or 
less,  50  cr  leas,  1 00  or  leas,  a  few  hmdred.  and  a  few  thousand*  was 
cod^  asO,  2,  10,  50,  100,  500,  aid  lOOO,  reflectively)  and  “Durir^ 
your  entire  profeasional  career,  how  frequentl>'  have  you  worked  with 
patients  who  experienced^  lost  one  of  the  above  everts?**  (scale  1-7: 
never,  a  few  days  in  a  yea*;  I  d^  a  month,  a  few  d^sa  month,  I  d^a 
week,  a  few  d^*s  a  week,  and  every  day),  icapcctivel)'.  Ihe  ratio  of 
indirect  exposure  was  assessed  with  two  questions  cstimatir^  the  per¬ 
centage  of  the  providers*  clients  who  were  traum^i/ed 

Apprattal  of  the  impact  of  inrMrect  exposure 

Ihe  appraisal  of  the  impact  of  being  exposed  to  the  history  and 
details  of  patients*  traianatic  events  was  assessed  with  10  items.  The 
participants  were  asked  to  assess  how  hearing  about  each  checked 
event  in  the  STES  affected  then.  Ihe  reficnses  ae  given  on  a  scale 
from  1  to  7  (from  “very  negative*  throi^^h  “neutral**  to  “very  posi¬ 
tive*  ).  Ihe  item  mean  score  was  calculated  as  the  index  of  appraisal. 
The  Cronbach*s  a  was  0.92. 

Oired  exposure  to  trauma 

1b  control  for  the  providers  *direct  exposure  to  trauma,  we  adeed 
a  question  referring  to  the  list  of  10  potentially  traumatic  events 


TABLE  1 .  Demographic  and  Work  Oiaracteristics  of  the 
Behavioral  Health  Provider  Participating  in  the  SupportNet 
Study 

Clttraciertsttc 

It 

% 

Sex 

Male 

75 

33 

Female 

149 

67 

RcUrionship  status 

Loi^-tcnn  oommited  rdationship 

169 

75 

Not  in  a  relatianship 

50 

22 

Profession 

Clinical  psychologist 

tQ2 

45 

Coutsdors  or  psychotiicrapists 

70 

31 

Social  worko's 

52 

23 

Eduettion 

Masta’'k  degree 

t03 

46 

Doctorate  or  professional  degree 

t20 

54 

Emp]o>'nicnc 

Part  tine 

49 

22 

Full  time 

i75 

78 

Miktaiy  experience 

No  mili&ry  service 

i25 

56 

Active  or  fonno’  militoiy 

98 

44 

Deployment 

43 

19 

Therapy 

CBT 

20t 

90 

CPT 

95 

42 

PE 

68 

30 

EM  DR 

64 

29 

Work  scttii^ 

On-post  providos 

i27 

57 

Offpost  provideis 

97 

43 

V-224fv  Ik  tecU  stnple  freqaacies  may  ooi  add  m  224  becaiaeofmaKKig 

daSL  PeneneaaN  tnty  not  sxn  to  lOOS  faecatae  of  miiiing  dttt  or  totndng  off. 
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TABLE  Z  Desaiptrve  Statistia  for  the  Demographic,  Work-Related,  arxi  Exposure-Related  Characteristia 


Naiiables 

Mean 

SD 

Actual 

Potential 

Age 

48.92 

13.04 

28-80 

— 

Years  of  woik  cxpehcncc 

16.40 

10.42 

1-45 

— 

W)ik  daracfchstics  and  professional  support 

Too  mudi  paper  work 

2.79 

I.3I 

1-5 

1-5 

Too  many  ptfients 

2.01 

1.23 

1-5 

1-5 

No.  hours  of  iidividual  clinical  supervision  or  consultation  per  month 

2.51 

3.90 

0-28 

— 

No.  hours  of  groi^)  clinical  supervision  or  oonsultahon  per  month 

2.17 

3.25 

0-20 

— 

Frequency  of  peer  siqxrvision 

4.32 

1.49 

1-7 

1-7 

Direct  exposure 

3.24 

1.84 

1-9 

0-10 

Indiract  aiposure  to  trauma 

Div  asty  of  exposure 

7.41 

2.18 

1-10 

0-10 

Wiki  OK 

423.89 

295.49 

2-1000 

0-1000 

FicquciKy 

6.17 

0.96 

3-7 

1-7 

Ratio:  pcrecniagc  of  traianatizcd  patients 

63.32 

25.25 

2-100 

0-100 

Ratio:  pcreaitagc  of  patients  dcschbii^  a  graphic  militay  combat  cxpchoicc 

32.02 

28.54 

0-100 

0-100 

Appraisal  of  iidiicct  traima  exposure 

3.34 

0.77 

1-6 

1-7 

srs 

31.91 

10.65 

17-66 

17-85 

Respcnie  ms  for  ndket  of  vobine,  ftequency  and  frequency  aS  peer  npervisoo  provided  in  tie  Hfart  and  Eipomrt  Ckaroctenma  Kako  («ae  Htada  for  Aidy  1). 


included  in  the  STES:  ""How  nian>'  of  the  types  of  traumatic  events 
listed  abovr  hasr  you  peisonaily  expehenced?""  (scale  from  0  to  10). 

Seconder}'  traurntgic  stress 

Symptoms  of  secondar>'  trauma  vwrre  measured  with  the  STSS 
(Hride  et  al..  2004).  this  1 7-itcm,  sdf-report  instrument  cv  aluafcd  the 
frequenc>'  of  intrusion,  av-oidaicc;  and  aiuusal  symptoms  resuitii^ 
from  an  indirect  exposure  to  trauma  at  woric.  The  let  of  syn^tcms 
oorre^KDdi  to  the  H.  C.  aid  D  dia^iostic  criteria  forPrSD  specified  in 
the  DSM-iV-TR  (APA,  2000).  Ihc  re^^onscs  were  ghen  on  a  scale  fnvn 
I  to  5  (from  “never"*  to  ""very*  ofren*).  Ihe  participants  indicated  how 
oOoi  each  ofthe  symptoms  was  ocperienoed  in  the  last  month.  Scores 
vrere  obtained  by  sisnming  the  items.  Good  psy  chometric  piopertiei  c( 
this  instrument  have  been  demonstrated  in  many*  studies  (Bride  2007; 
Bride  et  aU  2004).  Ihe  reliability  in  otr  study  was  a  =  0.79  for  in¬ 
trusion,  a  =  0.87  for  avoidance,  a  =  0.84  for  arousal  symptoms,  and 
a  =  0.93  for  the  total  score. 

Hcrk  characteristics  and  pr^essional  support 

Several  suiv'ey  questions  were  designed  to  gain  knowledge 
dioiM  wofk  content,  woik -related  demands,  and  resources.  We  a.dced 
about  the  primary  occupational  role  (clinical  psychologisL  oounsdor, 
psychotherapist,  or  sodal  vwrker),  therapeutic  approaches  used  in 
Mvork  with  clients  (CBT,  CPX  PE:,  or  EMDR),  employment  status 
(part  time  or  full  timeX  years  of  vrorii  oponence  as  a  mental  health 
provider,  the  exact  mmber  of  hoirs  of  individual  and  gro^i  super¬ 
vision  received  monthly,  and  frequency  of  professional  peer  support 
(sole,  1-7:  never,  a  few  days  in  a  year,  1  <ky  a  month,  a  few  d^s  a 
moith.  1  day  a  vreek,  a  few  days  a  week,  and  evety  day).  We  also 
assessed  the  participants'  perception  of  their  workload  in  the  last 
month  by  asking  how  frequently'  they  were  constrained  by  a)  having 
too  naich  paper  work  and  b)  having  too  many  patients  (scale,  1-5: 
less  than  once  per  month  or  nev<T,  once  or  twice  per  month,  once  or 
twice  per  week,  once  or  twice  per  d^,  and  several  times  per  d^ ). 

Demographic  information 

Sociodemo^^hic  infbimatbn  was  oollected:  soc,  age,  highest 
level  of  education,  rel^onship  st^us,  militaiy'  status,  and  deployment 
to  a  combat  zone 

920  I  www.jonmd.com 


Results 

Work  and  Exposure  Characteristics 

Tdile  2  presents  means,  staidard  dev  iations,  and  actual  and 
potential  raises  for  the  main  variable  of  this  study.  11ie  participants 
were  receiving  a  mean  of  2.51  hours  of  individual  clinical  sipervi- 
sion  and  Z17  hoias  of  group  clinical  supervision  per  month.  They 
were  receivii^  peer  support  by  discussing  the  patients  with  col¬ 
leagues  for  a  few  d^s  a  moith  (mean  percetaage  of  response  rate- 
gohes:  never,  1%;  a  few  days  in  a  year,  13%;  1  day  a  month,  16%;  a 
few  days  a  month,  27%;  1  day  a  week,  15%;  a  few  d^s  a  wedc,  23%; 
and  every  day,  5%X  1'he  respondents  also  indicated  that  they  were,  on 
avera^s,  constrained  by  havii^  too  many  patients  (re.,  once  or  twice 
per  month)  and,  more  frequently,  by  having  too  much  paper  woik 
(le.^  onoe  or  twice  p<r  week).  All  the  prov  iders  reported  at  least  one 
personally  experienced  traumatic  event,  with  a  mean  number  of  ap¬ 
proximately  3  (SD,  1.84X  A  simila-  number  of  personally  expeh¬ 
enced  traumatic  events  were  reported  among  military  medical 
personnel  (Maguen  et  al.,  2009X 


TABLE  3.  Frequency  and  Percentage  of  the  Behavioral  Health 
Providers  Meeting  the  Diagrxistjc  Criteria  for  STS  Due  to  an 
Indirect  Trauma  Exposure  Through  a  Practice  with  Traumatized 
Military  Patients 

Ciiictia 

n 

% 

No  chtcria  met 

76 

33.9 

Crifchon  B:  intrusion 

129 

57.6 

Criterion  C:  av  oidnoc 

67 

29.9 

Critthon  D:  a'ousal 

79 

35.3 

Crifcria  B  and  C 

53 

23.7 

Criteria  B  and  D 

66 

29.5 

Criteria  C  and  D 

51 

22.8 

Criteria  B.  C,  and  D 

43 

19.2 
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TABLE  4.  Comparing  Intensity  of  Intrusion,  Ai/oidance,  Arousal,  and  Total  Score  of  the  STSS  in  the  SupportNet  Stucty  With 

Results  Obtainm  in  Other  Studies 

Study 

i^rlldpujits  (ii) 

latrusioa.  Mean  (SD) 

Avoidance.  Mean(SD> 

Arousal,  Mean  (SD) 

Total  score.  Mean  (SD) 

SupportNet  study 

Behavioral  hcalti  prA  idos  worldr^ 
with  miliury  a'auina(224) 

8.91  a96) 

1333(506) 

9.68  (3.63) 

31.91  (I0j65) 

Bride  (2007) 

Social  workers  (276) 

8.18  (3.04) 

1258(500) 

8.93  (3.56) 

29.69  (10.74) 

Bride  d  al.  (2007) 

Child  protective  sa^ioes 
worko’s  (187) 

10.97  (4.07) 

1504(5.98) 

11.58(4.22) 

38.20  (133  8) 

Bride  ct  al.  (2009) 

Substance  abuse  counsdors  (225) 

8.83  (3.28) 

13.14(554) 

9.27(4.10) 

31.20  (1230) 

Owi  (2011a) 

Providers  for  siavKots  of  fiunily  or 
sexual  violence  (1 54) 

9.10  (2.90) 

13.40(500) 

9.5(35) 

32.07  (1039) 

Smth  Hatdio’ 
cta1.(2011) 

Juvenile  justice  oduetcion 
workers  (89) 

10.64  (3.19) 

15.73(4.90) 

11.37(3.79) 

37.74  (10.74) 

bi  temv  of  sccxxidao'  exposure,  the  pim  idcis  indicated  that, 
on  average,  duhng  the  coirse  of  their  professional  career,  the>* 
treated  seven  different  t>pes  of  traiana  (cf.  dheraity),  worked  with  a 
few  hiaidrcd  traumatized  patients  (petcent^e  of  response  categories 
for  volume:  none  0%;  1  or  2,  1%;  10  or  less,  2%;  50  or  less,  12%; 
100  or  less,  18%;  a  few  hiai(kcd,  54%;  a  few  thousand,  13%),  and 
treated  traumatized  patients  for  a  few  d^s  a  wedc  (pereentage  of 
re^onse  categories  for  frequoicy:  nev  er,  0%;  a  few  d^s  in  a  >ear, 
0%;  1  d^  a  month.  2%;  a  few  d^’s  a  month.  6%;  1  day  a  week,  10%; 
a  few  d^s  a  wedc,  38%;  every  d^,  44%).  ITie  piovideis  declared 
that,  in  their  professional  career,  approximately  63%  of  the  patients 
were  traumatized  (cf.  ratio)  and  32%  experienced  militar)' ■related 
traumas.  Ihe  appraisal  of  the  impact  of  this  indirect  traiana  expo¬ 
sure  on  the  providers  was  negative  (3.34  on  a  scale  from  I  to  7,  with 
3  meaniig  "'somewhat  nej^tive*'). 

Prevalence  of  STS 

Table  3  presents  how  man>*  behavioral  health  providers  met  the 
diagnostic  criteria  for  STS.  Ihe  algorithm  proposed  by  Bride  (2(X)7) 
follows  OSM-ll^TR  reconaneixlations  for  a  diagnosis  of  PTSD 
(APA,  2000)  aid  includes  criteria  B  <  intrusion  or  re-experiencing),  C 
(avoidance),  and  D  (arousal)  and  their  combinations.  Criterion  A  (an 
indirect  or  direct  exposure  to  trauma)  was  met  by  all  participaits  as 
part  of  the  inclusion  criteria  for  this  study.  According  to  the  algo¬ 
rithm,  s>inptcins  of  STS  included  in  the  STSS  arc  endorsed  if  the 
givoi  corresponding  item  is  scored  3  or  higher  on  a  scale  from  1  to  5. 
At  least  one  s>'mptom  must  be  oidcrsed  to  meet  criterion  B,  three  for 
criterion  C,  and  two  for  critoion  D. 

Table  3  diows  that  despite  being  indirectly  exposed  to  the 
traumatic  history  of  patients.  33.9%  of  the  participants  did  not  meet 
aiy  of  the  B,  C,  or  D  criteria  for  PTSD.  Howcv’cr,  19.2%  of  the 
providers  met  all  three  core  criteria  for  PTSD.  Ihe  three  occi^ational 
poups  (counselors  or  psychotherapists,  social  werkers,  and  clinical 
psychologists)  did  not  differ  in  terms  of  meetiig  all  three  diagnostic 
aitcria  x  —  224)  —  1.48,  p  —  0.478,  or  in  terms  of  the  meai 
total  STS  scores,  l\lXi  I)  =  0.79,  />  =  0.455,  =0.007.  Differoit 

combinations  of  two  of  the  criteria  were  found  in  22.8%  to  29.5%  c( 
the  stud)’  population.  Ihe  criterion  met  most  frequoitly  was  intrusion 
(57.6%),  followed  by  arousal  (35.3%)  and  avoidance  (29.9%).  Td)le4 
prcsoiLs  dacriptive  statistics  for  inten.sit)'  of  intmsioa  avoidoice;  and 
a-ousal  sy  npLoms  aid  for  a  total  score  on  the  STSS. 

Correlatex  of  STS 

Further  statistical  anal>’ses  explored  whetho*  the  palicipants* 
demographic,  expostrc-rclated,  and  work-related  diaracteristics  were 
related  to  STS.  bi  the  case  of  the  categcrical  variables,  a  series  oS 
one-way  analyses  of  variance  were  used  to  test  for  STS  diflPercnces 
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acTQss  sex,  relationship  status,  professioa  education  levels,  employ- 
mert,  military*  .status,  deployment,  different  types  of  therapeutic  ap- 
proachei  used  in  work  with  patients  (CBT,  CPT,  PB,  or  KMDR),  and 
type  of  work  settiig  (on-post  versus  ofTpost  providers).  Desoiptrve 
statistics  for  these  variables  are  presented  in  Table  1 .  None  of  these 
chvacfcristi<sl^asi^in(antcffectoniitcnsityofSTS(allfh<  1.60 
and/7^>0207). 

Correlational  analysis  (Brarsons  r)  conducted  for  cortinuous 
variables  showed  that  several  woric-  and  exposise-related  factors 
were  associated  with  STS.  As  diown  in  Table  5,  only  one  of  ftv'e 
indices  of  indirect  trauma  exposire,  the  ratio  of  traumatized  clients  in 
ones  professional  career,  was  correlated  with  STS.  Ihe  providers* 
personal  history  of  trauma,  being  constrained  by  having  too  many 
patients,  and  too  much  paper  work  were  also  posithely  associated 
with  STS.  Finally,  the  providers*  appraisal  of  iirpact  of  indirect  ex¬ 
posire  to  trauma  was  negatively  correlated  with  STS  (rr.,  mere 
negative  appraisal  correlated  with  higher  level  of  symptoms). 

bi  addition,  a  regression  aialysis  was  conducted  with  five 
si^ificara  correlates  of  STS  entered  as  predictors  of  the  STS 
symptoms.  Ihe  regression  equation  was  significait,  ft5,218)  = 
16.14,  p  <  0.601,  =  0.27.  Multicollticahty  was  not  a  problem  in 

these  data  ( VIF  <  1.33).  Overall,  the  predictors  explained  27%of  STS 
vaiianoe.  Havirig  too  many  patients  (p  =  0.27,  p  <  0.001),  higher 
levels  of  direct  exposure  to  trauma  (p  -  0.17,  p  -  0.004),  and  more 
negative  appraisal  of  impact  of  indirect  exposure  (p  =0.33,  p  <0.00 1) 
pr^icted  higher  frequency  of  STS  symptoms.  The  effects  of  amoiait 
of  papo*  work  (J)  -  0.04)  and  the  ratio  of  traianatized  cliente  in  one^ 
professional  career  (^  =  0.05)  woe  negligible.  Study  2  followed  i^ 
these  findings  to  conxiare  our  prevalence  ratir^s  with  other  sonplos. 


STUDY  2:  META-ANALYSIS 

Several  studies  have  evaluated  the  frequencies  of  STS  across 
groups  of  behavioral  health  professionals.  Ihese  studies  relied  on 
similar  methods  but  readied  different  condusions  in  terms  of  STS 
symptoms.  Dne  possible  way  to  integrate  the  ocisting  ev'ideiKe  would 
be  to  conduct  a  systematic  rev’iew  or  meta-analysis,  whidi  collates  all 
empirical  evidence  usir%  the  systemic  procedure  of  search,  ex¬ 
traction,  and  evaluation  of  studies  to  minimbe  researchers"  biases. 
Compared  with  systematic  review,  mela-analysis  accoimts  for  the 
fact  that  analyzed  studies  may  differ  in  toms  of  statistical  powa*.  bi 
addition,  meta-ana^sis  allows  for  statistical  estimdion  of  the  mean 
level  of  symptoms  across  the  samp  la:  (wei^ted  mean).  8  also  allows 
for  calculation  of  the  confidence  intervals  (CIs),  which,  with  the 
assimcd  probability  level  (usually  95%),  indicate  into^als  within 
which  the  mean  lev  el  of  sy'tixitoms  for  the  population  should  be  in¬ 
cluded.  Iliese  reference  poirtfs  might  be  very  useful  for  diagiostic 
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TABLE  6.  M«ta-analysi$  Results  for  Severity  d  STS  Symptoms 

STS 

A 

Mean 

Heterogeocltv 

95%  Cl  for  Mean 

z 

Q 

1*% 

liOwer  Levd 

tpper  lavel 

Intrusion 

6 

9.41 

*7.84—* 

94.31 

8j63 

10.19 

23.58— 

Avoidanoc 

6 

13.93 

5230»»- 

90.48 

12.94 

14.92 

27.49*-- 

Arousal 

6 

10.03 

70 .02— 

9286 

920 

10.86 

23.76”* 

Total  score 

6 

32.91 

I32.98^^^ 

96.24 

29.51 

3631 

I8.96^** 

1155.  si^ificait  Q  valas  ndicafe  fat  vaxfaicn  ia  tneam  Kiwt  tradia  ■  doe  to  heTo§endly  oftlK  fadiee  rafar  dian  diance;  nlicefa  die  pccetlage  of  the  ced 

via^iay  ntfaeaxalyzedsltidiesdaed  roe  heteragoiaty  ^^.,dDelpbawcn«iQdy>wiiMlity^;alciwleveIofAiiBdex  would  indicaevsi^iflity  doe  d  sinfiliagerrcr;*^ificaitZ 
vafaes  ndkaae  tat  tbeeatnaied  naan  vakas  are  differsit  ftnm  zev. 
tKidkam  ntxnherof  aodia;  naan,  we^taed  man  vakie 
***p  <  OJODl. 


purposes.  The  aim  ofstudy  2  was  to  compare  the  mean  level  of  STS 
in  the  im  estigated  population  with  the  mean  levels  of  STS  in  other 
populations. 

Methods 

Descriptive  statistics  fctsid  for  behavioral  health  providers 
wofiing  with  the  militar>'  were  compared  with  statisdts  obtained 
from  pievious  studis  in  which  STS  was  measured  with  the  STSS. 
Afticles  cited  in  li^le  4  were  identified  throi^h  seardies  of  data¬ 
bases  (PsychINFOt  PILOT,  MHDLINH,  and  ScienceDirect)  for  peer- 
reviewed  sticles  publidied  in  Ln^ish  through  April  2012.  Ihe  only 
key  woid  used  for  identification  of  reseaoh  was  the  name  of  the 
scale:  Secondary'  Traumatic  Stress  Scale.  A  number  of  criteria  had  to 
be  met  to  be  included  in  the  meta-analytic  review.  Participants  had  to 
be  indirectly  exposed  to  trauma  through  their  work.  In  addition,  the 
^cle  must  include  information  about  sample  sue,  mean  values,  and 
standard  deviations  for  each  subscale  of  the  STSS  aid  for  the  total 
score. 

Of  the  27  ahclcs  identified  and  reviewed,  5  met  the  inclusion 
criteria.  Most  studies  were  excluded  because,  although  these  pro¬ 
vided  a  total  score  for  the  STSS,  these  did  not  provide  appropriate 
descriptive  statistics  for  the  intrusion,  avoidance,  and  arousal  criteria. 
Ihe  sample  size  for  the  individual  studies  included  in  the  meta- 
ana]>sis  rariged  from  S9  to  276,  and  a  total  of  1 155  participants 
vicre  included  in  the  meta-analysis. 

Results 

Table  6  dbplays  the  results  of  the  meta-analysis.  Significant 
results  of  heterageneit>'  test  (Cochranh  Q)  indicated  that  variation  in 
mean  values  across  the  studies  is  due  to  heleiogeneit>’  rather  than 
dianoe;  therefore,  the  random-ctrect  meta-analysis  me^od  was  ap¬ 
plied.  Most  of  the  variability  across  the  sample  was  due  to  between- 
studies  variability  (/^>  90%)  and  not  due  to  samplii^  etrois.  Across 
the  san^lcs,  the  95%  Cl  for  the  men  values  of  the  STSS  would  be 
8.53  to  10.51  for  intrusion,  12.82  to  15.31  for  avoidance,  9.06  to 
11.15  for  arousal,  and  28.81  to  37.45  for  total  STSS  score. 

The  mean  values  for  intrusion,  aveadance,  arousal,  and  total 
score  from  the  SuppoitNet  stud>'  were  contained  in  a  range  of  rc- 
!^)ective  Cls  calculated  in  the  meta-anal>'sis.  This  indicates  that  the 
severity  of  STS  s>’mptoms  in  the  SupportNet  sample  is  similar  to  the 
severity  of  these  s>’mptoms  in  other  investigated  populations.  Ihis 
conclusion  remains  valid  even  if  the  results  of  the  current  study  are 
occluded  from  the  meta-aial>sis. 

DISCUSSION 

A  logical  extension  of  the  psychological  strain  endured  by 
military  membcis  who  have  conpleted  dcplo>’ments  to  Iraq  and 
A^hanisian  is  the  presence  of  STS  s>mptoms  in  those  who  care  for 
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them.  Previous  research  targetir^  clinicians  worldly  with  civilian 
population  diowed  that  among  those  who  were  indirectly  exposed  to 
traian^c  material  throi^h  work,  a  sbrable  peicenbge  ( 15%~39%) 
experienced  STS  (tiride,  ^)07;  Bride  et  al.,  2007,  2009;  Oiai,  201  la; 
Domingucr-Oonio:  and  Rutledge,  2009;  Smith  Hatcher  et  al.,  2011; 
Quinal  et  al.,  2009).  'Hie  present  study  documents  the  level  of  STS  in 
militar>'  behavioral  health  providers.  A  limited  impact  of  indirect 
exposure  to  traiana  at  work  on  devrloping  STS  s>'mptoms  was 
found  in  approximately  a  third  of  military  behavioral  health  pro¬ 
viders,  whereas  one  in  fiw  reported  meeting  al)  criteria  of  PTSD 
because  of  indirect  expostre  to  trauma.  Compared  with  rates  of 
current  PTSD  among  veterans  (2%-17%;  Richardson  el  al..  2010) 
or  the  general  population  (3.5%;  Kessler  et  al.,  2005 )  the  prevalence 
observed  in  the  present  stu<^'  is  high.  It  may  be  assum^  that  the 
performance  of  different  tasks  (including  those  work  related)  m^ 
be  affected  by  PTSD  s>mptoms  (cf  Wald  and  Taylor.  2009).  Be¬ 
cause  syn^toms  of  STS  seem  to  be  a  corranon  problem,  military 
behav  ioral  health  providers  may  need  easy  access  to  effective  psy¬ 
chosocial  iraerventions  (for  overview,  see  Stergiopoulos  et  aJ., 
201 1  ),  targeting  the  reduction  of  STS  s>mptoms  and  therefore  im¬ 
proving  their  work  oiicomes. 

Ihe  meta-analytic  results  demonstrate  similar  rates  of  STS 
symptoms  in  the  sample  of  military  behavioral  health  prov  iders  and 
among  other  high-risk  professions  such  as  emergency  and  rescue 
workers,  sifostanoe  abuse  cotaiselors,  and  agency-based  social 
workers  (Argcntcio  and  Setti,  201 1;  Bride,  2007;  Bride  et  al.,  2009). 
The  results  of  our  meta-analysis,  indicating  similar  levels  of  STS 
s>mp(oms  aemss  the  studies,  support  the  validity  of  our  fmdings  and 
allow  for  caitious  generalirations.  A  lack  of  difTerences  across 
workers  exposed  to  secondary*  trauma  and  prov’idir^  serv’ices  to 
various  types  of  clients  may  indicate  that  the  type  of  performed  work 
(e.j^,  social  work,  education,  or  counselirig;  workir^  with  trauma¬ 
tized  familios,  offenders,  military)  may  play  a  negligible  role  in 
explainir^  STS  s>mploms.  On  the  other  hand,  althot^h  levels  of  STS 
are  similar,  its  s>'nptoms  may  be  explained  by  differert  predictors 
across  populations. 

Oir  fmdir^s  shed  tight  on  exposure-related  work  chaacter- 
istics  that  m^  contribute  to  the  development  of  STS.  Across  the 
indices  of  exposure,  only  the  ratio  of  traumatized  clients  in  ones 
professional  career  was  ssociaed  with  STS  among  the  providers 
workii^  with  military*  patients.  So  for,  research  indicated  that  the 
percentage  of  traum^ired  clients  m^  be  a  prevalent  stressor  anorig 
professionals  working  with  traumAzed  clients  (Bride  et  al.,  2009). 
Voss  Horrell  et  al.  (201 1)  suggested  that  secondary*  exposure  char¬ 
acteristics,  such  as  years  of  eiperience  in  traiana  treatmeit,  total 
hoirs  per  vreek  spent  workii^  with  trauma  patieris,  and  caseload 
balaiKe,  may  have  a  potential  to  affect  cliniciais  werking  with  vet¬ 
erans  of  baqi  and  Afghanistan  operations.  Ihese  suggestions, 
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however,  were  based  on  a  rev  iew  of  scaice  lesearch  conducted  amoi^ 
prov  iders  serv  ing  civilian  populations.  Hk  results  of  oir  study  sug¬ 
gest  that  the  multidimensiGnal  structuie  of  scoondaiy  exposuie  at 
wofk  should  be  taken  into  account  when  predicting  STS. 

Ko^iaps  the  most  important  conelate  to  consider  nrfers  to  per¬ 
ceptions  of  the  negative  impact  of  tratana-ielatedwcrk.  I'he  impoitance 
of  cognitive  appraisals  of  significant  em  iionmental  stressors  {Le^ 
traiana  clinical  woric)  is  consistent  with  the  general  theories  of  stress 
and  well-beii^  (Laranis  and  Holkman,  1984).  Resorch  conducted 
onoi^  v^ikers  providing  services  to  civilian  popul^on  and  exposed 
to  secondary  trauma  indicated  that  associations  between  sttess  ap¬ 
praisal  and  well-bcu%  m^  be  p^cularly  lelevant  among  those  with 
lower  personal  n^sources,  such  as  self-efficac)*  4  Prati  et  al.,  2010).  Fu- 
tire  roseardi  should  look  for  individual  and  oi^nirational  resouices 
protecting  behavioral  health  piovideis  who  poceKe  high  neg^ve  im¬ 
pact  of  woik  on  their  own  mentil  health 

As  pieviously  noted,  job-rdated  demands  woikbad,  or- 
ganuational  constraints)  and  lesoircoi  support  from  pern  cr 
stfieriors)  picdict  en^loyecs*  well-being  (Cieslak  et  aU  2007;  Van  der 
Doef  and  Maes,  1999).  I'he  pitsent  study'  indicated  that  a  higher 
number  of  patients  and  more  adnnlstrative  p^er  work  constitute  im- 
poitant  work-ielated  danands,  associated  with  hgher  levels  of  STS. 
Vbss  Honell  ct  al.  (201 1)  Iccfcd  case  load  size  and  a  lack  of  availdnility 
of  si^poit  as  the  potentially  critical  job-related  demands  inOuencii^ 
well-beii^  of  providers  working  with  traumatijcd  veterans  of  militaiy 
operations  in  Iraq  and  Af^anistan.  Our  findii^s  ait  in  line  with  results 
ftperted  by  Devilly  etal.<2009),  in  which  job  stress  levels  were  foiaxl 
to  be  paiticulaily  iirportant  in  piedictii^  ^S. 

Work -related  resouices  such  as  social  suppoit  and  peer  super¬ 
vision  were  unrelated  to  STS  levels.  Unis  finding  is  in  contrast  to  other 
leseaich,  suggestii^  that  more  support  from  colleagues  and  si^ervi- 
scry  .sqipoit  were  related  to  lower  STS  amoi^  workers  prov  iding  ser¬ 
vices  to  civflians  (Argertferoand  Seth,  201 1;  Choi,  201  lb;Creanerand 
Uddle,  2005).  Voss  Honell  el  al.  (2011)also  liited  peer  supervision 
amoi^  potontiai  protective  focters,  itlcvant  for  the  menbi  health  of 
providers  working  with  traumatized  veterans  of  operations  in  Iraq  and 
A^hanistan.  Again,  this  suggestion  was  made  on  the  basisofreseaxin 
conducted  amoi^  providers  worldly  with  civilian  populations.  One 
etplanaion  for  the  disciepandes  between  the  ftndii^s  mghi  be  the 
unique  nattre  of  the  chain  of  command  in  the  supervision  of  militaiy 
dinidans.  Wdik  stress  research  highl^hted  the  role  of  support  of 
managers  supenois  in  predictii^  enployees*  mental  health  (cf  Cicsldc 
ct  al.,  2007).  Clea’^',  the  role  of  work-ielated  support  from  difTerent 
souiccs  (supervisors,  co-woricers.  and  managers)  in  predicting  STS 
icquiies  futher  leseaich. 

We  found  that  the  greater  the  number  of  direct  exposue  to 
trauma  is,  the  higher  the  reported  level  of  STS  is.  I'his  observation  is 
consistent  with  previous  research,  conducted  amorng  providers 
working  with  civilian  clients  (Fearlman  and  Mac  Ian,  1995),  and  in 
line  with  the  hypothesized  determinants  of  mental  health  of  providers 
working  with  military  populations  (Voss  Harrell  et  al.,  2011).  What 
remains  unclear  is  how  personal  trauma  history  interrelates  with 
work-based  demands,  indirect  exposire,  and  resources  to  influence 
STS.  Future  reeaich  should  im  estigate  whether  particular  types  of 
trauma,  sudi  as  childhood  abuse  (ct  Marcus  and  Dubi,  2006),  m^' 
play  a  particularly  salient  role  and  moderate  the  impact  of  wodc- 
lelated  secondary  exposuie. 

Oir  study  has  several  limitations.  A  cross-sectional  design  and 
comenioice  sampbng  do  not  allow  for  any*  causal  conebsions.  I'he 
measrae  used  to  capture  direct  perscnal  oposuie  was  developed  for 
this  study;  and  therefore,  it  has  not  been  previou.sly  validated.  Althoi^ 
^plyir^  assessmoit  methods  such  as  the  Cbnidan-Administered 
PTSU  Scale  could  be  siperior,  an  indiv’idual  clinical  ssessanait  was 
not  feasible  for  the  present  sft2<^*.  k  should  be  noted  that  previous 
research  that  measured  direct  exposure  and  STS  applied  even  more 
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limited  assessment  methods  such  as  '^Do  you  have  a  trauma  histo¬ 
ry?**  iPearlman  and  Mac  Ian,  1995).  Future  research  diould  use  a 
standardized  clinical  interview  approach  to  secure  a  mere  accurate 
assessment  of  trauma  exposire.  I'he  pieseil  study  focused  on  one 
negative  effect  of  indirect  trauma  exposure  (/.r.,  STS  as  a  set  of 
P  I'SD-like  synptoms),  whereas  other  possible  consequences  cr 
conceptualizations  (e.g.,  compassion  fetigue  or  vicarious  traianati- 
zation)  were  not  analysed.  Consequently;  the  findings  are  limited  to 
STS.  Further  longitudinal  studies  targeting  representative  samples 
of  mental  health  prov  iders  serv  ing  military  men  and  women  are 
required. 

CONCLUSIONS  AND  FUTURE  DIRECTIONS 

Previous  research  targeting  behavicral  health  providos  work¬ 
ing  with  military'  patients  has  been  limited  (cC  Peterson  et  aU  2009). 
Hypothesized  risk  and  resource  factors  affcctii^  the  well-being  of 
behavioral  halth  piovidos  working  with  the  mi  litary  were  baaed  on 
findii^s  picdominoitly  referrii^  to  civ'iiian  |Toviders  working  with 
civilian  clients  (\bss  Horrell  et  al.,  201 IX  CW  study  is  among  the 
first  showily  empirical  evideiKe  forhi^  prevalence  of  STS  ( 19.2%) 
among  providers  working  with  the  military.  Ihe  results  of  the  meta¬ 
analysis  contribute  to  the  literature  showing  thd  the  rates  of  STS 
prevalaice  are  similar  across  samples  of  workers  performing  diflfer- 
ent  types  of  duties,  in  voious  populations  of  clients.  Fralher,  the 
present  research  highlights  the  need  for  nultidimensioial  evaluation 
of  .secondary'  exposure,  with  only  one  dimension  (rdio,  i.e^  high 
percentage  of  traimatized  clients  in  one^  professional  career) 
emergii^  as  a  si^iificant  correl^  of  STS.  In  line  with  research 
conducted  amor^  workers  providing  services  to  traianatiz.ed  civil¬ 
ians,  we  found  th^  personal  history’  of  traiana  and  constraints  related 
to  patieit  load  are  associated  with  STS  levels. 

Fiather  theory -based  research  is  needed  to  evalu^  the  role  of 
risk  and  |rotective  fectois  relied  to  psy’cholqgical  lesilieiKy  factors 
(Maguen  et  al..  2008)  such  as  self-efTicacy  iPrati  et  al.,  2010)  or 
sipport  from  siperiois  (Cieslak  et  al.,  2007)  in  predicting  STS.  I'here 
is  a  lack  of  studies  im  esdgating  how  STS  iitcrfoccs  with  other  crit¬ 
ical  ne^tive  (e.^,  bumoiM)  and  positKe  (e.g.,  posttrauimtic  growth) 
outcomes.  Such  studies  will  provide  a  critical  insight  into  the 
mechanisms  responsible  for  the  onset  and  the  maiitcnaice  of  mental 
health  problems  and  thus  inform  the  development  of  theory'-  and 
evidence-based  supportive  interveitions,  needed  for  military  behav¬ 
ioral  health  prov'iders. 
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Cultivating  Secontlaty  Irauiuatic  Gtowtit  Among  Heaitiicare  Wotkers: 
Ilie  Roie  ol  Sociai  Support  aud  SeilEflicacy 


Kotaro  Shoji,'  Judith  Bock,'  Roman  Cieslak,''^  Katarzyna  Zukowska,^  Aleksandra 
Luszczynska,'-^  and  Charles  C.  Benight' 

'  University  of  Cohrado  at  Colorado  Sprinfts 
^University  of  Social  Sciences  and  Humanities 

Objective:  This  2-study  longitudinal  investigation  examined  the  indirect  effects  of  secondary  trau¬ 
matic  stress  fSTS)  on  secondary  traumatic  growth  via  two  mediators:  perceived  social  support  and 
secondary  trauma  self-efficacy.  In  particular,  we  tested  if  the  2  hypothetical  mediators  operate  sequen¬ 
tially.  tlrat  is.  with  secondary  trauma  self-efficacy  facilitating  social  support  O.e..  cultivation  hypothesis) 
and/or  social  support  enhancing  self-efficacy  li  e.,  enabling  hypothesis).  Method:  Participants  in 
Study  1  (M  =  293  at  Time  1.fV  =  115atTime2)  were  behavioial  healthcare  providers  worldng  with  U.S. 
military  personnel  suffering  from  trauma.  Study  2  was  conducted  among  Polish  healthcare  woriters 
(/V  =  298  at  Time  1.  fV  =  189  at  Time  2)  providing  services  for  civilian  survivors  of  traumatic  events. 
Results:  in  both  studies,  multiple  mediatiorral  analyses  showed  evidence  for  the  cultivation  hypoth¬ 
esis.  The  relationship  betvwen  STS  at  Time  1  and  secondary  traumatic  growth  at  Time  2  was  mediated 
sequentially  by  secondary  trauma  self-efficacy  at  Time  1  and  social  support  at  Time  2.  The  enabling 
hypothesis  was  not  supported.  Conclusion:  Education  and  development  programs  for  healthcare 
workers  may  benefit  from  boosting  self-efficacy  with  the  intent  to  facilitate  perceived  social  support 
©  2014  Wii^  Periodicals.  Inc.  J.  Clin.  Psychol.  0:1-16,  2014. 

Keywords:  secondary  traumatic  stress:  secondary  traumatic  growth:  social  cognitive  theory:  perceived 
social  support;  self-efhcacy:  mediation 


Negative  outcomes  after  direct  exposure  to  traumatic  events  have  been  linked  to  psychological 
disorders  including  posttraumatic  stress  disorder  (PTSD),  represented  by  such  symptoms  as 
reexperiencing,  avoidance,  and  hyperarousal  (Brewin.  Andrews.  &  Valentine.  2000).  Secondary 
traumatic  stress  (STS),  in  comparison,  is  defined  by  the  same  set  of  symptoms  resulting  from 
indirect  exposure  to  trauma  (Bride.  Robinson.  Yegidis.  &  Figley.  2004).  This  indirect  exposure 
is  typified  by  healthcare  providers  working  with  traumatized  individuals.  The  indirect  exposure 
has  been  associated  w  ith  many  negative  consequences  including  higher  distress  and  increased 
negative  cognitions  (Pearlman&  Mac  Ian.  1995),  higher  job  burnout  (Ballenger-Browningetal.. 
2011),  and  lower  Job  satisfaction  (Devilly,  Wright,  &  Varker,  2009). 

In  addition  to  the  negative  consequences  of  direct  and  indirect  exposure  to  trauma,  recent 
research  has  highlighted  the  importance  of  positive  changes  after  exposure  to  trauma,  such  as 
meaning-making  processes  (Park  &  Ai.  2006)  and  posttraumatic  growth  (Cann  et  a)..  2010). 
Building  on  the  posttraumatic  growth  construct.  Arnold  and  colleagues  (2005)  coined  the  term 
vicarious  posttraumatic  growth,  referring  to  positive  changes  in  schemas  about  self  and  the  world 
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and  perceKed  psychological  growth.  Trauma-focused  prosiders  may  experience  this  type  of 
growth  as  a  result  of  their  work.  Although  we  agreed  with  Arnold  et  al.'s  conceptualization  of 
vicarious  posttraumatk  growth,  we  have  chosen  to  utilize  the  term  secondary  traumatic  growth 
as  it  denotes  more  clearly  the  growth  resulting  from  indirect  exposure  to  trauma. 

There  is  limited  evidence  for  the  relationships  between  STS  and  psychological  growth  variables 
among  human  services  workers  indirectly  exposed  to  trauma.  Positive  associations  between  STS 
and  secondary  posttraumatic  growth  were  found  in  studies  enrolling  mental  health  therapists 
(Brockhouse.  Mseth.  Cohen.  &  Joseph.  2001)  and  disaster  workers  (Linley  &  Joseph.  2006). 
However,  there  are  two  primary  limitations  of  these  findings.  First,  the  Brockhouse  et  al.  (2001 ) 
study  was  cross-sectional.  And.  second,  neither  study  utilized  a  theory-driven  model  to  elucidate 
the  underlying  mechanisms  related  to  posttraumatic  growth.  In  this  article,  we  reported  on  two 
studies  that  were  longitudinal  and  based  on  social  cognitive  theory  (Bandura.  1997). 


Social  Cognitive  Theory  as  a  Theoretical  Framework 

Social  cognitive  theory  (S(7T;  Bandura.  1997)  highlights  bidirectional  interactions  between 
three  sets  of  variables:  the  environment,  individual  factors,  and  behavior.  Called  triadic  recip¬ 
rocal  determinism,  this  framework  emphasizes  self-regulation  as  a  key  mechanism  for  human 
adaptation.  The  triadic  system  functions  through  feedback  processes  operating  internally  (e.g., 
self-evaluations)  and  externally  (changes  in  environmental  conditions)  and  aims  at  recalibrating 
efforts  toward  desired  outcomes  (e.g..  reduction  of  negative  states).  Self-efhcacy  is  a  critical  ap¬ 
praisal  factor  that  is  central  to  the  self-evaluative  process.  Social  support  operates  as  a  primary 
environmental  resource.  We  argue  that  social  support  and  self-cnicacy  serve  as  key  mediators  in 
the  association  between  STS  and  secondary  traumatic  growth. 


Self-efficacy.  Self-efficacy,  in  the  context  of  traumatic  stress,  refers  to  perceived  ability  to 
manage  environmental  demands  and  personal  functioning  after  adverse  or  traumatic  experiences 
( Benight  &  Bandura.  2004).  Through  positive  construal  of  challenging  environmental  demands, 
individuals  are  able  to  manage  these  demands  in  a  more  effective  manner.  Self-efficacy  is  related 
to  lower  levels  of  secondary  traumatic  distress  in  trauma  counselors  (Ortlepp  &  Friedman.  2002). 
Further,  there  is  empirical  evidence  suggesting  self-efficacy  may  play  an  important  meditational 
role  in  the  relationship  between  trauma  exposure  and  psychological  distress  in  disaster  survivors 
(Benight.  Ironson  et  al..  1999)  and  between  stress  appraisal  and  compassion  satisfaction  in 
rescue  workers  (Prati.  Pietrantoni.  &  Cicognani.  2011). 

We  identified  no  studies  examining  the  mediation  effect  of  self-efficacy  on  the  relationship 
between  STS  and  secondary  traumatic  growth.  However,  based  on  well-documented  mediating 
functions  of  self-efficacy  in  the  context  of  direct  traumatization  (Cieslak.  Benight.  &  Lehman. 
2008).  it  may  be  assumed  that  self-efficacy  would  plm  a  mediating  role  in  the  relationship 
between  STS  and  secondary  traumatic  growth.  In  our  studies,  we  hypothesized  that  self-efficacy 
would  mediate  the  relationship  between  STS  and  secondary  traumatic  growth,  with  higher  Sl^ 
relating  to  lower  self-efficacy  and  lower  self-efficacy  leading  to  lower  secondary  traumatic  growth 
( Hypothesis  1 ). 

Social  support.  Social  support  is  a  concept  that  refers  to  actual  aiding  resources  provided 
by  others  (i.e..  received  social  support)  or  to  the  perception  of  availability  of  aiding  resources  (i.e., 
perceived  social  support:  Lin.  1 986).  Higher  social  support  leads  to  lower  negative  consequences 
of  direct  traumatization  (e.g.,  lower  PTSD;  Griffith.  2012)  and  higher  positive  changes  after 
a  traumatic  event  such  as  posttraumatic  growth  (Cieslak  et  al..  2009;  Luszczynska.  Sarkar.  & 
Knoll.  2007).  Similarly  to  self-efficacy,  social  support  may  be  considered  a  mediator  in  the 
relationship  between  STS  and  secondary  traumatic  growth.  Although  we  identified  no  research 
on  the  mediating  role  of  social  support  in  this  relationship,  there  is  ev'ideiKe  showing  that  social 
support  mediates  the  relationship  between  posttraumatic  distress  symptoms  and  posttraumatic 
growth  (Hogan  &  Schmidt.  2002).  Therefore,  we  hypothesized  that  perceived  social  support 
would  mediate  the  effect  of  STS  on  secondary  traumatic  growth.  Specifically,  higher  secondary 
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traumatic  stress  would  lead  to  lower  perceKed  social  support,  and  lower  perceived  social  support 
would  predict  lower  secondary  traumatic  growth  (Hypothesis  2). 

Cultivation  and  enabling  hypotheses.  Self-efficacy  and  social  support  hat  e  been  defined 
in  this  investigation  as  mediators.  Schwarzer  and  Knoll  (2007).  however,  argued  that  the  re¬ 
lationship  between  support  and  self-efficacy  may  be  bidirectional.  There  are  two  alternative 
hypotheses  explaining  the  relationship  between  self-efficacy  and  social  support.  The  cultivation 
lypothesis  suggests  that  self-efficacy  facilitates  social  support,  whereas  the  enabling  hypothesis 
states  that  social  support  enhances  and  protects  self-efficacy  (Schwarzer  &  KnolL  2(X)7).  Previ¬ 
ous  studies  supporting  the  cultivation  hypothesis  showed  that  self-efficacy  reduced  depressive 
symptoms  through  the  mediating  effect  of  received  social  support  (Schwarzer  &  Gutierrez- 
Doha.  2005;  Schwarzer  &  Knoll.  2007).  In  studies  testing  the  enaUing  hypothesis,  self-efficacy 
mediated  the  effect  of  perceh'cd  social  support  on  distress  (Benight.  Swift  et  al..  1999)  and 
quality  of  life  (Amir,  Roziner,  Knoll.  &  Neufeld.  1999)  and  the  effect  of  rccewed  social  support 
on  posttraumatic  growth  (Cieslak  et  at..  2(K)9;  Luszczynska  et  al..  2007). 

Although  both  the  cultivation  and  enabling  hypotheses  base  been  supported  by  empirical 
findings,  no  studies  have  examined  these  hypotheses  in  the  context  of  indirect  exposure  to  trauma. 
We  fypiothcsized  that  the  effect  of  STS  on  secondary  traumatic  growth  would  be  mediated  first 
by  secondary  trauma  self-efficacy  and  then  by  perceived  social  support  (Hypothesis  3,  cultivating 
effect),  and/or  mediated  first  by  perceived  social  support  and  then  by  self-efficacy  (Hypothesis 
4.  enabling  effect).  All  four  hypotheses  were  tested  in  two  longitudinal  studies.  Study  I  enrolled 
behavioral  healthcare  providers  working  with  military  patients  suffering  from  trauma.  Civilian 
healthcare  providers  offering  services  for  trauma  survivors  took  part  in  StuiK  2. 

Study  1 

Method 

Participants.  The  study  was  a  part  of  the  SupportNet  project,  investigating  predictors  of 
secondary  traumatic  stress  and  job  burnout  among  behavioral  and  mental  healthcare  providers 
working  with  the  U.S.  military  personnel  suffering  from  trauma.  Inclusion  criteria  were  a  follows: 
(a)  working  for  at  least  one  year  as  a  clinical  psychologist,  counselor,  social  worker,  physician 
or  nurse;  (b)  providing  services  for  a  military  population;  and  (c)  being  indirectly  exposed  to 
trauma  through  interaction  with  patients.  Of3lO  respondents  who  completed  the  online  survey 
at  Time  I  (Tl ),  293  participants  (98  males.  33.4%)  were  qualified  for  the  present  study  based  on 
the  inclusion  criteria.  Of  those  who  completed  the  Tl  assessment,  1 1 5  participants  (33  males. 
28.7%)  took  part  in  Time  2  (T2)  measurement  6  months  later. 

Table  1  displays  the  demographic  characteristics.  Participants  experienced  indirect  exposure 
to  different  types  of  traumatic  events  through  interaction  with  clients,  including,  for  example, 
sudden  unexpected  death  of  someone  close  (89.4%),  life-threatening  illness  or  injury  (88.1%), 
military  combat  (86.7%),  sexual  assault  (84.3%),  physical  assault  (82.6%),  transportation  acci¬ 
dents  (80.9%),  and  natural  disasters  (66.6%).  Additionally,  all  participants  were  directly  exposed 
to  trauma,  with  the  »'crage  number  of  3.23  (standard  deviation  (5/)J  =  1 .90)  traumatic  events 
reported  per  person  in  a  lifetime. 

Measures.  Participants  completed  a  set  of  questionnaires  evaluating  STS.  prcrccivcd  social 
support,  secondary  trauma  self-efficacy,  and  secondary  traumatic  growth.  Indirect  exposure  to 
trauma  and  demographic  variables  were  assessed  as  possible  factors  that  should  be  controlled 
when  testing  the  hypotheses. 

Secondary  traumatic  stress.  Secondary  Traumatic  Stress  Scale  (Bride  et  al..  2004)  is  a 
17-item  questionnaire  used  to  measure  the  frequency  of  STS  symptoms  in  the  past  month.  It 
comprises  the  Intrusion  subscale  (five  items),  the  Avoidance  subscalc  (seven  items),  and  the 
Arousal  subscale  (five  items).  The  present  study  only  used  a  total  score  of  all  items.  Using  a 
5- point  response  scale,  ranging  from  1  (newr)  to  5  ( rerv  often),  participants  evaluated  frequency 
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Table  1 

Descriptive  and  Demographic  Statistics  for  Study  /  and  Study  2 


Measure 

Study  1  Tl 

Study  1  T2 

Stud>  2T1 

Study  2  T2 

Mean  a£C(5/>) 

48.91  (12.83) 

50.27(12.59) 

35.37(8.48) 

35.08  (8.12) 

Gender 

Female 

195  (66.6%) 

82(71.3%) 

226(75.8%) 

150(80.6%) 

Male 

98  (33.4%) 

33  (28.7%) 

69(23J%) 

36(19.0%) 

Intimate  relationship 

In  a  long-term 

224(76.5%) 

81  (70.4%) 

219(73.5%) 

146(77.2%) 

relationship 

Not  in  a  long-term 

62(21.2%) 

31  (27.0%) 

77(25.8%) 

42(22.2%) 

relationship 

Highest  degree 

High  school 

1  (0.3%) 

0(0%) 

62  (20.8%) 

35(18.5%) 

Associate  s  degree 

1  (0.4%) 

0(0%) 

- 

- 

Bachelor's  degree 

6(2.0%) 

2(1.7%) 

65(21.8%) 

37(19.6%) 

Master's  degree 

130(44.4%) 

55  (47.8%) 

166(55.7%) 

114(60.3%) 

Doctorate  degnx 

155(52.9%) 

58  (50.4%) 

3(1.0%) 

1  (0.5%) 

Profession 

115  CP  (39.2%) 

41  CP  (35.7%) 

143  HCP  (48.0%) 

86  HCP  (45.5%) 

77  counselors 
<26.3%) 

27  counselors 
(23.5%) 

113SW(37.9%) 

77  SW  (40.7%) 

56  SW  (19.1%) 

35  HCP  (11.9%) 

21  SW(18.3%) 

7  HCP  (6.1%) 

37  others  ( 1 2.4%) 

23  others  (l2.2%) 

Sole.  Tl  =  Time  I,  T2  =  Time  2:  SD  =  standard  deviation:  CP  =  clinical  ps>'cholo£ist:  HCP  =  healthcare 
provider.  S^V’  =  social  worker.  Sample  sire  for  Stud>'  I :  =  293.  =  1 1 5.  Sample  size  for  Stud>’  2: 

Aji  =  298.  Sj2  =  IS9.  Some  percentages  did  not  add  up  to  100%  bemuse  of  missing  data.  Long-term 
lelationship  included  married  couples  and  couples  in  a  committed  relationship. 


of  each  symptom  in  relation  to  their  work  with  patients  who  had  been  exposed  to  traumatic 
events.  Sample  items  are  "I  felt  emotionally  numb"  and  "I  felt  jumpy.”  Cronbach’s  alpha  was 
.94  for  both  Tl  and  T2  assessments. 

Secondary  trauma  self-efficacy.  Because  there  is  evidence  that  the  domain-specific  mea¬ 
sures  of  self-ellicacy  arc  more  useful  in  predicting  adaptation  than  arc  the  general  ones  ( Luszczyn- 
ska,  Schob.  &  Schwarzer.  2005).  we  employed  self-efficacy  specific  to  STS.  Secondary  trauma 
self-efficacy  is  defined  as  the  perceived  ability  to  cope  with  the  challenging  demands  resulting 
from  work  with  traumatized  clients  and  the  percewed  ability  to  deal  with  the  secondaiy  trau¬ 
matic  stress  symptoms.  Secondary  Trauma  Self-Efficacy  Scale  (Cieslak  et  al..  2013)  is  a  7-item 
questionnaire  based  on  other  self-efficacy  instruments  that  were  designed  to  measure  perceived 
ability  to  cope  with  demands  resulting  from  direct  exposure  to  trauma  and  perceived  ability  to 
deal  with  posttraumatic  stress  symptoms  (e.g..  Lambert.  Benight.  Harrison.  &  Cieslak.  2012). 
Secondary  trauma  self-efficacy  scale  measures  self-efficacy  in  the  context  of  an  indirect  exposure 
to  trauma.  Participants  rate  the  degree  of  perceived  capability  on  a  7-point  scale,  ranging  from 
1  (very  incapable)  to  7  (very  capable).  The  stem  "How  capable  am  I  to ..."  is  followed  by  such 
items  as  "deal  with  the  impact  these  people  have  had  on  my  life”  Cronbach’s  alphas  were  .87 
(Tl)and  .91  (T2). 

Perceived  social  support.  Multidimensional  Scale  of  Percewed  Social  Support  (Zimet. 
Dahlem.  Zimet.  &  Farley,  1988)  is  a  l2-itcm  questionnaire  measuring  availability  of  social 
support  from  family  (four  items),  friends  (four  items),  and  broadly  defined  significant  others 
(four  items).  A  total  score  of  all  items  was  used  in  further  analyses  The  instruction  was  modified 
to  measure  perceived  social  support  in  the  context  of  work-related  demands  in  the  past  month. 
Participants  rated  the  degree  of  agreement  for  each  item  on  a  7-point  scale,  ranging  from  I  (verv 
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strongly  disagree)  to  7  (vtrv  strongly  agree).  Sample  items  are  "I  can  talk  about  my  problems 
with  mv  friends”  and  “Mv  family  really  tries  to  help  me.”  Cronbach’s  alpha  was  .94  for  both  Tl 
and  T2. 

Secondary  traumatic  growth.  Posttraumatic  Growth  Inventory-Short  Form  (PTGI-SF; 
Gann  et  al..  2010)  was  used  to  assess  positive  changes  resulting  from  indirect  exposure  to 
trauma.  The  original  PTGI-SF  is  a  lO-item  self-rated  questionnaire  that  measures  experience  of 
significant  positive  ehange  after  a  trauma.  We  modified  the  instruction  by  asking  participants 
to  rate  the  degree  of  change  as  a  result  of  their  indirect  exposure  to  trauma  through  work 
with  clients.  A  6-point  response  scale  ranged  from  0  (/  did  not  e.xperience  this  change)  to  5  (/ 
experienced  this  change  to  a  very  great  degree).  Sample  items  are  "I  have  a  stronger  religious 
faith"  and  "I  established  a  new  path  for  my  life."  Cronbaeh’s  alphas  were  .93  (Tl )  and  .92  (T2). 

Indirect  exposure  to  trauma.  Secondary  Trauma  Exposure  Scale(Cieslak  et  al.,  201 3)  was 
used  to  measure  indirect  exposure  to  traumatic  events.  It  comprises  a  list  of  10  potentially  trau¬ 
matic  events  (e.g.,  natural  disasters,  sexual  assaults,  military  combat).  Participants  responded 
whether  they  were  exposed  to  each  event  through  their  work  with  traumatized  clients.  Then 
they  rated  how  frequently  they  worked  with  patients  who  experienced  at  least  one  of  the  po¬ 
tentially  traumatic  events  on  the  list,  using  a  7-point  scale,  ranging  from  I  (ncrer)  to  7  {every¬ 
day). 


Demographics.  Demographic  questions  included  age.  gender,  a  relationship  status,  pro¬ 
fession.  and  highest  academic  degree 

Procedure.  The  study  was  approv'ed  by  the  institutional  review  board  (IRB)  at  the  au¬ 
thors’  institution.  Prosiders  who  were  located  in  the  civilian  community  recewed  the  email  with 
a  link  to  the  online  survey  through  an  online  newsletter  sent  by  TriWest  Healthcare  Alliance  an 
organization  managing  health  bmefits  for  military  patients  and  their  families  Providers  located 
on  military  installations  received  the  link  to  the  survey  in  an  email  from  the  director  of  the 
Department  of  Behavioral  Health  at  Evans  Army  Community  Hospital  at  Fort  Carson.  Col¬ 
orado.  and  from  the  Pwchology  Consultant  to  the  U.S.  Army  Surgeon  General  at  San  Antonio, 
Texas  Respondents  filled  out  the  survey  voluntarily,  anonymously,  and  with  no  compensation 
for  their  lime.  Approximately  6  months  later  (mean  [.W]  =  1 91 .90  days  SD  =  1 4.1 8).  participants 
who  agreed  to  take  part  in  the  T2  assessment  received  an  email  invitation  to  the  online  survr^ 
containing  the  same  set  of  the  questionnaires  as  in  Tl. 

.Analytical  procedures.  To  test  whether  the  data  supported  the  cultivation  hypothesis 
and/  or  enabling  hypothesis  we  performed  multiple  mediation  analyses  using  PR(X?ESS  ( Hayes 
2012).  PROCESS  permits  for  conducting  multiple  mediator  regression  analysis  accounting 
for  covariates  Further.  PROCESS  allows  for  testing  hypotheses  assuming  that  mediators  are 
chained  together  in  a  specific  sequence  (eg.,  secondary  traumatic  stress  (the  independent  variable) 
predicting  social  support  [the  first  mediator),  which  in  turn  predicts  self-efficacy  (the  second 
UKdiator).  which  predicts  secondary  traumatic  growth  (the  dependent  variable)). 

Results  of  analyses  are  presented  using  three  types  of  coefficients.  A  regression  eoefficient  for 
each  parameter  is  provided  (see  Figures  I  and  2).  F  urther.  PRfXTESS  estimates  the  indirect  effect 
coefficient  (B)  for  eaeh  indirect  pathway  between  the  independent  variabfe  (STS  at  Tl)  and  the 
dependent  variable  (secondary  traumatic  growth  at  T2).  accounting  for  respective  mediators  and 
covariates.  Bootstrapping  method  was  used  to  test  inferences  about  the  significance  of  mediation 
effects  {B  coefficients).  The  bootstrap  approach  is  considered  superior  to  normal  theory-based 
Sobel’s  test  for  the  significance  of  the  mediation  (Hayes,  2012).  Finally,  we  calculated  partially 
standardized  indirect  effect  size  coefficients,  u/y,  (Preacher  &  Kelley.  2011),  for  each  indirect 
pathway. 

To  test  the  cultivation  and  enabling  hypotheses  as  well  as  the  hypotheses  assuming  simple 
mediating  effects  of  self-efficacy  and  social  support,  we  estimated  B  coefficients  and  confidence 
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Figure  I.  Model  I.rcrcmngtothecuUi\'aticinh>'pothesi&bcingtcstedwiththcmultiptcmodiationanal>'sU. 
Note.  A  value  befoic  die  slash  is  standardized  regression  coelTicicnt  (i.e..  P)  for  Study  1,  and  value  after 
the  slash  is  ^  for  Study  2.  T1  =  Time  I;  T2  =  Time  2;  ST  Stress  =  secondary'  traumatic  stress;  ST  Grewth 
=  secondary  traumatic  growth.  Additionally,  the  following  effects  were  controlled  in  the  analyses:  (a)  the 
effects  of  Tl  indirect  exposure  on  Tl  secondary  trauma  scif-cfiicacy  (p  =  —.10.  p  :=  .19  for  Study  1  and  p 
.06.  p  =  .27  for  Study  2).  T2  social  support  (P  =  .05.  p  =  .42  for  Study  I  and  p  =  —.05.  p  =  .45  for  Study 
2).  and  T2  secondary  traumatic  growth  (P  =  — .1 1.  p  =  .18  for  Study  1  and  P  =  —.06.  p  ==  .32  Ibr  Study  2); 
(b)  the  elfcets  of  Tl  social  support  on  Tl  self-efficacy  (P  =  .18.  p  =  .03  for  Study  1  and  P  =  .15,  p  =  .01 
for  Study  2).  T2  social  support  (P  =  .77,  p  <  .001  for  Stu<^'  I  and  P  =  .29,  p  <  .001  for  Study  2),  and  T2 
secondary  traumatic  gravth  (P  =  — .1 1,  p  =  .41  for  Study  I  and  p  =  .01,  p  =  .83  for  Study  2):(c)  the  effects 
of  Tl  secondary  traumatic  growth  on  Tl  self-efficacy  (P  —  .28.  p  <  .001  for  Study  1  and  p  =  .13,  p  =  .02 
for  Study  2),  T2  social  support  (p  =  —.05,  p  =  .44  for  Stu<^'  1  and  P  =  —.07,  p  =  .28  for  Study  2).  and 
T2  secondary  traumatic  growth  (P  =  .51,  p  <  .001  for  Study  I  and  P  =  .58,  p  <  .001  for  Study  2).  Values 
displayed  only  for  completers. 

•••p  <  001.  **p  <  .01.  'p  <  .05. 


intervals  for  Bs  using  PROCESS.  To  obtain  B  for  a  specific  indirect  pathw^,  all  variables, 
tncluding  the  independent,  mediators,  dependent,  and  covariate  variables,  were  entered  into 
one  equation.  For  the  cultivation  hypothesis  (Model  1),  secondary  trauma  self-efficacy  (Tl) 
and  perceived  social  support  (T2)  were  entered  into  the  equation  in  a  serial  order  to  test  if 
secondary  trauma  self-efhcacy  (Tl)  has  a  delayed  effect  on  perceived  social  support  (T2:  sec 
Figure  I).  Indirect  exposure  to  trauma  (Tl),  perceived  social  support  (Tl),  and  secondary 
traumatic  growth  (Tl )  were  entered  into  the  equation  as  covariates.  The  enabling  hypothesis 
model  (Model  2)  used  the  same  set  of  assumptions  and  variables,  except  the  sequential  order  of 
mediator  variables  was  altered:  perceived  social  support  (Tl )  was  assumed  to  predict  secondary 
trauma  self-efficacy  (T2:  see  Figure  2).  For  the  enabling  hypothesis,  indirect  exposure  to  trauma 
(Tl ),  secondary  trauma  self-effkacy  (Tl ),  and  secondary  traumatic  growth  (Tl )  were  controlled 
for  in  the  equation. 

Missing  data  for  all  variables  were  replaced  using  the  multiple  imputation  method  (Schafer  & 
Graham.  2002;  Streiner.  2002).  In  the  first  step,  data  missing  for  those  who  completed  both  Tl 
and  T2  was  imputed.  Secondary  traumatic  growth  (Tl  and  T2).  STS  (Tl  and  T2).  self-efficacy 
(Tl  and  T2).  social  support  (Tl  and  T2)  and  secondary  trauma  exposure  frequency  (Tl )  were 
included  in  the  regression  method  for  multiple  imputation.  In  total,  0.48%  of  the  values  at  Tl 
and  0.23%  of  the  values  at  T2  were  replaced.  In  the  second  step,  data  missing  for  dropouts 
(55.46%  of  the  T2  values)  were  imputed.  Data  obtained  at  Tl,  including  exposure,  support, 
efficacy,  growth,  STS,  and  sociodemographic  variabfes  as  wefl  as  completer/ dropout  status  were 
missing  completely  at  random  (MCAR),  Littles  x^(lb)  =  1 1.74,  p  =  .76.  Anatyses  for  T2  also 
confirmed  MCAR  pattern  of  missing  data.  Little’s  x^(6)  =  4.25,  p  =  .64. 

The  analyses  were  conducted  initially  for  completers.  Next,  we  repeated  the  estimation  of  B 
coefficients,  their  confidence  intervafs.  and  effect  sizes  using  data  from  completers  and  imputed 
data  of  those  who  dropped  out  at  T2  (i.e.,  completers  and  dropouts). 

Results 

Preliminary  analyses.  Table  2  displays  means,  standard  deviations,  and  Pearson's  correla¬ 
tions  of  all  variables  measured  at  Tl  and  T2.  Attrition  analysis  showed  no  significant  differences 
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Figure  2.  Model  2,  icfcrring  to  the  enabling  h>'pothesis.  being  tested  with  the  multiple  mediation  anal>'sis. 
Note.  A  s'alue  before  the  slash  is  standardeed  regression  coefficient  (i.c.  P)  for  Study  I,  and  value  after 
the  slash  is  P  for  Stud}'  2.  T1  =  Time  1;  T2  =  Time  2;  ST  Stress  =  secondary  traumatic  stress;  ST  Grmvth 
=  secondary  traumatic  growth.  Additionally,  the  follwing  effects  were  controlled  in  the  analy'scs:  (a)  the 
effects  of  Tl  indirect  exposure  on  Tl  social  support  =  .03,  p  =  .72  for  Study  I  and  ^  — .1 1,  p  =  .14 

for  Study  2).  T2  self-cificacy  (p  =  .01,  p  =  .92  for  Study  1  arid  p  =  —.06.  p  =  .31  for  Study  2).  and  T2 
secondary  traumatic  growth  (P  =  — .10.  p=  .23  for  Study  I  andp  =  —.07,  p=:  .30  for  Study  2);(b)  the  effects 
of  Tl  secondary  trauma  self-efficacy  on  Tl  social  support  (P  =  .23,  p  =  .03  for  Study  1  and  p  =  .27,  p  = 
.01  for  Study  2).  T2  self-efficacy  (P  =  .48.  p  <  .001  for  Study  I  and  P  =  .51,  p  <  .001  for  Study'  2).  arfo  T2 
secondary' traumatic  growth  (p  =  .04.  p=  .59  for  Study  1  and  P  =  .04.  p=  .71  for  Study' 2):  (c)  the  effects  of 
Tl  secondary'  traumatic  growth  on  Tl  social  support  (P  =  .09,  p  =  .33  for  Study  I  and  p  =  .08.  p  =  .29  for 
Study'  2).  T2  self-eflicacy'  (P  =  .03,  p  =  .68  for  Study'  I  and  P  =  .01 ,  p  =  .82  for  Study'  2).  and  T2  secondary' 
traumatic  growth  (P  =  .50.  p  <  .001  for  Study  I  and  p  =  .57,  p  <  .001  for  Study'  2).  Values  display'ed  only 
for  completers. 

••V  <  001.  ‘V  <  01.  •p  <  .05. 


between  completers  and  dropouts  in  terms  of  STS  at  Tl,  /(291)  =  0.17,  p  =  .87;  secondary 
trauma  self-efficacy  at  Tl,  /(291)  =  0.29,p  =  .77;  perceh'ed  social  support  at  Tl,  f(29l)  =  0.08. 
p  =  .94;  secondary  traumatic  grow  th  at  Tl ,  t(291 )  =  1 .25,  p  =  .21 ;  indirect  exposure  to  trauma. 
/(291)  =  0.65,  p  =  .52;  age,  /(287)  =  1.61,  p  =  .1 1;  gender.  x^(l)  =  2.38,  p  =  .12;  relationship 
status,  x^(l)  =  2.82,  p  =  .09;  profession.  x^(3)  =  5.79,  p  =  .12;  and  education.  x^(4)  =  2.48, 
p  =  .65. 

A/ ulliple  mediation  analyses.  To  test  the  four  hypotheses,  two  multiple  mediation  models 
were  analyzed.  Model  I  was  designed  to  verify  Hypothesis  I  (with  self-efficacy  at  Tl  as  a 
mediator).  Hypothesis  2  (with  social  support  at  T2  as  a  mediator),  and  Hypothesis  3  (i.e., 
cultivation  process).  In  Model  2.  Hypotheses  1  and  2  were  tested  again  (but  with  mediators 
measured  at  T2  and  Tl,  respectively),  and  Hypothesis  4  (i.e..  enabling  process)  was  evaluated. 

Model  I 

First,  data  obtained  from  completers  were  analyzed.  The  multiple  mediation  analysis  for  Model 
I  showed  that  Pathw  ay  1,  testing  the  simple  mediation  elTect  of  secondary  trauma  self-efficacy  at 
Tl  ( Hypothesis  1 )  and  Pathway  2  testing  the  simple  mediation  role  of  perceived  social  support 
at  T2  (Hypothesis  2).  were  not  significant  (Table  3). 

Second,  analyses  conducted  with  dropout  values  imputed  showed  that  Pathway  I  was  signifi¬ 
cant  (Table  3).  In  particular,  higher  STS  (Tl )  was  related  to  lower  secondaiy  trauma  self-efficacy 
(Tl ),  p  =  —.60.  p  =  .001 ,  and  low'cr  self-efficacy  (Tl )  predicted  lower  secondaiy  traumatic  growth 
(T2),  p  =  .1 1,  p  =  .04.  Furthermore.  Pathway  2  was  significant  (Table  3).  Higher  STS  (Tl )  ex¬ 
plained  higher  perceived  social  support  (T2),  p  =  .07,  p  =  .06.  which  in  turn  was  associated  with 
lower  secondary  traumatic  grow  th  (T2).  p  =  .32,  p  =  .001 . 

Testing  for  the  cultivation  hypothesis.  When  the  completers’  data  were  analyzed.  Path¬ 
way  3  of  Model  I  was  significant,  indicating  that  the  cultivation  hypothesis  was  supported 
(Table  3).  Figure  I  shcwvs  standardized  regression  coefficients  for  each  path  in  Model.  Affer 
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controlling  for  the  elTccts  of  three  covariates  (i.e.,  T1  indirect  exposure  to  trauma.  Tl  social 
support,  and  Tl  secondary  traumatic  growth),  high  secondary  traumatic  stress  (Tl )  was  related 
to  lower  secondary  trauma  self-efficacy  (Tl ),  which  in  turn  predicted  lower  social  support  (T2). 
and  then  lower  social  support  (T2)  was  related  to  lower  secondaiy  traumatic  growth  (T2). 

Similar  results,  confirming  the  cultivation  hypothesis,  were  obtained  when  imputed  data  for 
dropouts  were  included  in  the  analysis  (Table  3).  Again.  Pathway  3  of  Model  1  was  significant. 


Model  2 

When  data  obtained  from  the  completers  were  anaty7ed.  the  multiple  mediation  analysis  for 
Model  2  showed  that  Pathway  4  was  significant  (Table  3).  Higher  STS  (Tl)  predicted  lower 
secondary  trauma  self-efficacy  (T2).  and  lower  self-efficacy  (T2)  was  related  to  lower  secondary 
traumatic  growth  (T2;  see  Figure  2).  Pathway  5,  testing  the  mediation  effect  of  social  support 
(Tl ),  was  not  significant  (Table  3)  when  the  analyses  were  conducted  Just  for  completers. 

In  the  analysis  accounting  for  data  from  completers  and  imputed  dropouts.  Pathway  4  was 
significant  (Ti>le  3).  High  STS  (Tl )  predicted  low  self-efficacy  (T2),  p  =  — .21 ,  p  =  .001,  and  high 
self-efficacy  (T2)  was  related  to  high  secondary  traumatic  growth  (T2),  p  =  .20,  p  =  .01 .  Pathway 
5  was  also  significant  (Table  3).  Higher  STS  (Tl )  was  associated  with  lower  social  support  (Tl ), 
p  =  —.21,  p  =  .001,  which  in  turn  predicted  lower  secondary  traumatic  growth  (T2),  p  =  .1 1, 
p  =  .03. 

Testing  for  the  enabling  hypothesis.  When  data  obtained  from  the  completers  were 
analyzed.  F^th  way  6,  representing  the  enabling  hypothesis,  was  not  significant  (Table  3).  Figure  2 
shows  standardized  regression  coefficients  for  each  path.  The  indirect  effect  testing  enabling 
hypothesis  was  not  significant  when  dropouts'  imputed  data  were  included  in  the  analysis 
(Table  3).  In  sum.  the  enabling  hypothesis  was  not  supported. 


Discussion 

Results  of  Study  I  provided  support  for  the  cultivation  Iwpothcsis  stating  that  secondary  trauma 
self-efficacy  facilitates  peroewed  social  support.  These  two  variables  constitute  a  specific  order 
of  chained  mediators  in  the  relationship  between  secondary  traumatic  stress  and  secondary 
traumatic  growth.  The  enabling  hypothesis  was  not  supported.  Further,  analyses  conducted 
for  completers  and  analyses  including  imputed  dropout  s'alues  yielded  similar  results:  The 
cultivation  hypothesis  should  be  accepted,  whereas  the  enabling  hypothesis  should  be  rejected. 
Inconsistency  of  the  results  referring  to  the  mediating  function  of  self-eIBcacy  (Hypothesis  1) 
and  social  support  (Hypothesis  2)  requires  further  imestigation.  In  general,  analyses  provide 
tentative  support  for  simple  mediating  effects  of  self-efficacy  beliefs.  The  indirect  effects  of  self- 
efficacy,  obtained  in  simple  mediation  analysis,  were  larger  than  the  indirect  effects  observed  for 
social  support.  The  findings  of  Study  I  should  be  replicated  on  a  different  sample  to  confirm 
that  the  findings  are  not  specific  for  behavioral  and  mental  healthcare  providers  working  with 
traumatized  military  populations. 


Study  2 

To  rectify  the  limitation  of  Study  I  related  to  a  circumscribed  client  population,  all  hypotheses 
were  tested  again  in  a  longitudinal  study  among  professionals  providing  services  to  traumatized 
civilian  populations.  Additionally,  these  professionals  were  working  within  a  different  cultural 
context,  in  Poland.  Thus.  Study  2  was  also  designed  to  provide  cross-cultural  and  clinical 
population  validation  of  the  initial  findings. 

Method 

Participants.  Healthcare  and  social  workers  providing  services  for  civilian  survivors  of 
traumatic  events  were  enrolled  in  the  study.  Inclusion  criteria  were  (a)  working  at  least  one  year 
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as  a  social  worker  or  healthcare  provider  (e.g.,  pl^sidan.  nurse,  or  paramedic);  (b)  providing 
services  for  a  civilian  population  suffering  from  trauma;  and  (c)  being  indirectly  exposed  to 
trauma  through  interaction  with  clients.  A  total  of  298  respondents  (69  males.  23.2%)  who  met 
these  criteria  completed  the  online  survey  at  T I .  See  Table  I  for  sample  demographic  information. 
Participants  were  indirectly  exposed  to  dilfercnt  types  of  traumatic  events  at  work,  including 
life-threatening  illness  or  injury  (89.3%),  physical  assault  (87.6%).  sudden  unexpected  death  of 
someone  close  (82.6%),  transportation  accidents  (73.5%),  sexual  assault  (52.7%),  and  natural 
disasters  (30.2%).  Only  9.4%  of  participants  were  indirectly  exposed  to  military-related  trauma. 
Additionally.  77.9%  of  participants  reported  a  lifetime  direct  exposure  to  a  traumatic  event.  Of 
those  who  completed  the  Tl  assessment.  189  participants  (36  males.  19%)  took  part  in  the  T2 
measurement. 

Measures.  Respondents  completed  the  same  set  of  measures  as  in  Study  I .  These  included 
(a)  the  Secondary  Traumatic  Stress  Scale  (as  =  .91  for  Tl  and  .93  for  T2);  (b)  the  Secondary 
Trauma  Self-Efficacy  Scale  (as  =  .89  for  Tl  and  .88  for  T2);  (c)  the  Multidimensional  Scale 
of  Percewed  Social  Support  (a  =  .96  for  both  Tl  and  T2);  and  (d)  a  modified  version  of  the 
Posttraumatic  Growth  Inventory-Short  Form  (as  =  .92  for  Time  I  and  .91  for  Time  2).  As  in 
Study  I,  only  total  scores  were  used  for  the  questionnaires,  and  the  indirect  exposure  to  trauma 
was  measured  with  one  item  (frequency  of  exposure)  in  the  Secondary  Trauma  Exposure  Scale 
Instructions  for  all  instruments  were  modified  so  that  participants  were  asked  to  respond  to 
the  items  in  the  context  of  work-related  indirect  exposure  to  trauma.  The  Polish  versions  of 
measures  were  prepared  using  the  back-translation  procedure 

Procedure.  The  study  was  approved  by  the  IRB  at  the  appropriate  institution  in  Poland. 
Data  were  collected  with  a  web-based  survey.  Participants  were  recruited  through  professional 
and  online  social  networks  dedicated  to  specialists  working  with  traumatbed  clients.  Those  who 
volunteered  were  informed  about  the  study  aims,  provided  informed  consent,  and  filled  out 
the  online  questionnaires.  If  participants  agreed  to  take  part  in  the  T2  survey,  they  received  an 
e-mail  invitation.  The  mean  time  that  elapsed  between  the  Tl  and  T2  was  162.04  davs  (SD  = 
39.72). 

.Analytical procedures.  Missing  data  were  replaced  using  the  multiple  imputation  method 
with  the  same  procedures  as  in  Study  I  (Schafer  &  Graham.  2002;  Streiner.  2002).  As  in  StucK 
I,  the  data  were  missing  completely  at  random  at  Tl,  Little’s  x^(12)  =  14.73,  p  =  .26.  and  at 
T2.  Little's  x^(9)  =  13.88.  p  =  .13.  For  completers-only  analyses.  1.17%  of  the  Tl  values  were 
replaced  and  0.40%  of  the  T2  values  were  replaced.  When  data  for  completers  and  dropouts 
were  analyzed.  36.3%  of  the  T2  values  were  replaced.  A  series  of  two  multiple  mediation  analyses 
were  performed  using  the  same  procedure  and  software  as  in  Study  I . 


Results 

Preliminary  analyses.  Table  2  displays  the  means,  standard  deviations,  and  correlations 
for  the  study  variables.  Attrition  analysis  showed  no  significant  differences  between  completers 
and  dropouts  at  Tl  in  terms  of  STS.  f(296)  =  0.61,  p  =  .54,  secondary  trauma  self-efficacy,  /(296) 
=  0.57,  p  =  .57,  perceived  social  support,  r(2%)  =  0.63,  p  =  .53,  secondary  traumatic  growth, 
/(2%)  =  0.86.  p  =  .39,  indirect  trauma  exposure.  t(2%)  =  1 .88,  p  =  .06.  age.  f(269)  =  0.76,  p  = 
.45,  intimate  relationship  status  X*(  I )  =  3.61,  p  =  .06,  profession,  x^(2)  =  1 .77,  p  =  .41,  and 
education.  x’(3)  =  5.60.  p  =  .13.  However,  compared  to  dropouts  completers  were  more  often 
women  than  men.  x^(l )  =  4.57,  p  =  .03. 

Across  the  study  variables'  mean  levels  obtained  by  participants  in  Studies  I  and  2  were 
compared  (see  Table  2).  In  Study  I,  respondents  reported  significantly  higher  frequency  of 
indirect  exposure  to  trauma,  higher  levels  of  social  support  (Tl  and  T2)  and  secondary  trauma 
self-efficacy  (Tl  and  T2).  significantly  lower  secondary  traumatic  growth  (Tl  and  T2),  and  lower 
STS  (Tl  and  T2)  compared  to  professionals  enrolled  in  Study  2. 
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Multiple  mediation  analyses.  The  cultivation  and  enabling  hypotheses  as  well  as  simple 
mediation  hypotheses  were  tested  with  the  same  two  multiple  mediation  models  as  in  Stuc^  I . 

Model! 

First,  data  obtained  from  the  completers  were  analyzed.  Pathway  7,  testing  the  simple  mediation 
cfToct  of  Tl  secondary  trauma  self-efficacy  (Hypothesis  I),  was  not  significant  (Table  3).  In 
contrast,  the  simple  meditation  effect  of  perceived  social  support  (T2)  was  found  to  be  significant 
in  the  relationship  between  STS  at  TI  and  secondary  traumatic  growth  at  T2  (Hypothesis  2;  see 
Table  3,  Pathway  8).  After  accounting  for  the  effects  of  three  Tl  covariates,  STS  (Tl )  predicted 
increased  perceived  social  support  (T2)  2,  which  in  turn  was  associated  with  increased  levels  of 
secondary  traumatic  growth  (T2;  see  Figure  I ).  Nett,  analyses  were  repeated  with  data  obtained 
from  completers  and  dropouts  (afier  applying  multiple  imputation  procedures).  A  similar  pattern 
of  results  emerged  (Table  3). 

Testing  for  the  cultivation  hypothesis.  When  completers’  data  were  analyzed,  results  of 
the  multiple  mediation  analysis  provided  support  for  Hypothesis  3.  Please  refer  to  the  confidence 
intervals  for  Pathway  9  in  Table  3.  A  fter  partialling  out  the  effects  of  the  three  covariates,  Tl  STS 
was  related  to  lower  self-efficacy  (Tl ),  and  then  lower  self-efficacy  (Tl )  contributed  to  the  lower 
level  of  social  support  (T2).  which  in  turn  was  related  to  lower  levels  of  secondary  traumatic 
grewth  (T2;  see  Figure  2).  Similar  results,  confirming  the  cultivation  hypothesis,  were  obtained 
when  imputed  data  for  dropouts  were  included  in  the  analysis  (Table  3). 

Model  2 

Results  of  the  simple  mediation  analysis  (conducted  for  completers)  indicated  that  neither 
secondary  trauma  self-efficacy  (T2)  nor  percewed  social  support  (Tl )  mediated  the  relationship 
between  STS  at  Tl  and  secondary  traumatic  growth  at  T2  (see  Table  3,  Pathways  10  and 
1 1 ).  Similar  results  were  obtained  when  imputed  dropouts’  data  were  included  in  the  analysis 
(Table  3).  Thus,  Hypotheses  I  and  2  were  not  supported. 

Testing  for  enabling  the  hypothesis.  The  analyses  conducted  for  completers  showed  that 
Pathway  12.  testing  the  enabling  process  (Hypothesis  4).  was  not  significant  (see  Tabfe  3).  When 
imputed  data  for  dropouts  were  included  in  the  analysis,  similar  results  for  Pathway  12  were 
obtained  (Table  3).  The  enabling  Iwpothesis  was  not  supported. 


Discussion 

In  line  with  findings  obtained  in  Study  I,  results  of  Study  2  supported  the  cultwation  hypoth¬ 
esis  but  not  the  enabling  hypothesis.  Further,  analyses  conducted  for  completers  and  analyses 
accounting  for  dropouts’  imputed  data  yielded  consistent  results.  There  was  no  support  for 
the  l^pothcsis  assuming  simple  mediating  effect  of  self-efficacy,  whereas  the  simple  mediating 
effects  of  social  support  were  found  only  if  support  was  measured  at  T2  (at  the  same  time  when 
secondary  traumatic  growth  was  assessed). 

General  Discussion 

This  two-study  investigation  examined  the  indirect  effects  of  STS  on  secondary  traumatic  growth 
via  perceh'ed  social  support  and  secondary  trauma  self-efficacy.  These  two  mediators  were 
assumed  to  operate  either  independently  (Hypotheses  1  and  2)  or  sequentially,  that  is.  with 
secondary  trauma  self-efficacy  cultivating  social  support  (Hypothesis  3),  and/or  social  sup¬ 
port  enabling  self-efficacy  beliefs  (Hypothesis  4).  Taking  into  account  the  findings  in  both 
longitudinal  studies,  general  support  was  obtained  for  the  cultivation  hypothesis  in  the  context 
of  the  relationship  between  secondary  traumatic  stress  and  secondary  traumatic  growth. 
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The  partial  corroboration  of  Hypothesis  1  was  found  in  Study  1  when  self-eflicacy  was 
measured  at  T2  (Pathway  4);  Hypothesis  2  was  confirmed  in  Study  2  when  social  support  was 
assessed  at  T2  (Pathway  8).  These  results,  obtained  for  a  group  of  completers,  may  suggest 
that  self-efficacy  and  social  support  are  more  likely  to  mediate  the  STS-  secondary  traumatic 
growth  relationship  if  these  mediators  are  measured  more  closely  to  the  time  when  a  dependent 
variable  is  assessed.  This  observation  needs  further  investigation  because  it  may  shed  light  on 
contradictory  results  of  the  cross-sectional  studies  testing  the  mediating  effects  of  social  support 
or  self-efficacy  (e.g..  Lincoln.  Chatters.  &  Twior.  2(X)5;  Pietizak  et  al.,  2010). 

Another  matter  requiring  further  attention  is  an  explanation  why  we  have  found  partial  col¬ 
laboration  for  Hypothesis  I  in  Study  I  (i.e.,  for  a  simple  mediating  effect  of  self-efficacy)  and 
for  Hypothesis  2  in  Study  2  (i.e..  for  a  simple  mediating  effect  of  social  support).  The  two 
primary  differences  between  the  two  studies  were  the  type  of  indirect  exposure  (military  versus 
nonmilitary  trauma)  and  the  country  where  study  was  conducted  (U.S.  vs.  Poland).  Although 
we  do  not  know  if  either  of  these  factors  may  be  responsible  for  the  inconsistent  results  in  our 
studies,  there  is  empirical  evidence  that  direct  exposure  to  battlefield  trauma  may  lead  to  differ¬ 
ent  outcomes  than  other  types  of  traumatic  exposure,  such  as  civilian  terrorism,  work,  or  traffic 
accidents  (Amir.  Kaplan,  &  Kotler.  1996).  There  is  also  evidence  from  studies  on  direct  exposure 
to  trauma  that  PTSD  affects  self-related  cognitions,  such  as  self-efficacy,  more  in  individualistic 
cultures  (typically  Western  countries)  than  in  collectivistic  cultures  (typically  Eastern  countries: 
Jobson  &  O'Kcamey.  2008).  Moreover,  collectivism  m^  function  through  social  support  reduc¬ 
ing  negative  consequences  of  trauma  ( Moscardino.  Scimin.  Capello.  &  A  Itoe.  2010).  The  type  of 
indirect  exposure  and  cultural  values,  such  as  individualism-collectivism,  need  to  be  investigated 
further  as  possible  factors  facilitating  or  hindering  the  effects  of  scIf-cfficacy  and  social  support. 

Both  studies  show  robust  ev'idcnce  supporting  the  cultivation  hypothesis  In  the  context  of  the 
relationship  between  secondary  traumatic  stress  and  secondary  traumatic  growth,  self-efficacy 
facilitated  perceived  social  support  when  both  mediating  factors  were  contextualized  in  trauma- 
related  work  settings  Prior  to  our  study,  the  cultivation  hypothesis  has  not  been  tested  in 
the  context  of  secondary  traumatization,  and  it  has  not  been  consistently  confirmed  in  other 
research  contexts  (cf  Schwarzer  &  KnolL  20(T7).  An  explanation  for  the  supportive  findings 
with  the  cultivation  hypothesis  is  that  the  mediating  factors  measured  were  matched  to  the  type 
of  stressful  event  (i.e.,  indirect  exposure)  and  the  type  of  outcome  (i.e.  secondary  traumatic 
growth;  Kaniasty  &  Norris  1992). 

The  findings  regarding  the  cultivation  Iwpothesis  may  have  implications  for  SCT  (Bandura. 
1997).  Social  cognitive  theory  proposes  that  self-efficacy  is  a  key  factor  facilitating  adaptation 
in  challenging  situations.  Our  results  suggest  that  enhancing  self-efficacy  helps  a  long-term 
adaptational  process  by  facilitating  social  support.  In  contrast,  enhancing  social  support  without 
regard  for  perceptions  of  scIf-cfficacy  may  have  limited  long-term  effect  on  positive  outcomes 
(eg.,  perceptions  of  growth).  These  results  indicate  that  the  interplay  between  trauma-related 
consequences  and  emdronmental  and  indh'idual  factors  may  be  time-sensitive  Other  studies 
showed  that  social  support  may  not  affect  distress  one  week  after  a  traumatic  event;  however, 
it  may  reduce  distress  several  weeks  later  (Cook  &  Bickman.  1990).  Moreover,  changes  in  self- 
efficacy  a  couple  of  weeks  after  trauma  have  shown  to  be  predictive  of  subsequent  distress  3 
months  later  (Benight.  Cieslak.  Molton.  &  Johnson.  2008).  Future  studies  need  to  consider  the 
time  sensitive  nature  of  adaptation  processes  following  indirect  exposure  to  trauma. 

The  support  for  of  the  cultivation  hypothesis  obtained  in  both  studies  may  ha\e  some  practical 
implications  for  healthcare  workers  offering  services  for  traumatized  populations.  As  there  are 
no  doubts  that  offering  these  kinds  of  services  leads  to  a  higher  risk  of  secondary  traumatic 
stress  (Bride  et  al..  2004).  it  is  important  to  know  what  psychological  processes  may  be  involved 
in  translating  this  negatK'e  outcome  into  a  positive  one  (eg.,  secondary  traumatic  growth). 
Healthcare  workers  who  are  at  risk  for  indirect  trauma  exposure  should  be  offered  education 
about  the  importance  of  enhancing  specific  self-efficacy  perceptions  and  about  the  role  of  efficacy 
beliefs  in  fostering  secondary  traumatic  growth.  However,  education  alone  is  rarely  enough  to 
promote  self-efficacy  (Bandura.  1997).  Opportunities  for  skill  attainment  in  the  management  of 
STS  reactions  combined  with  education  will  likely  yield  more  empowerment  and  thus  reduce 
the  risk  of  a  negative  resource  loss  spiral  (Hobfoll  &  Lilly.  1993). 
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Our  research  has  some  limitations.  Although  both  of  our  studies  were  longitudinal,  there 
were  only  two  measurement  points,  whereas  a  four-wave  investigation  would  be  optimal  to  test 
a  sequential  multiple  mediation  model  with  two  mediators.  Regarding  a  methodological  limita¬ 
tion  related  to  a  longitudinal  design,  the  research  procedures  did  not  allow  us  to  explain  reasons 
for  dropouts  at  T2.  Furthermore,  structural  equation  modeling  could  be  used  for  testing  the 
mediational  hypotheses  and  comparing  the  goodness  of  lit  for  Models  I  and  2.  Unfortunately, 
that  would  require  a  bigger  sample  size,  which  was  difficult  to  achieve  considering  the  speci¬ 
ficity  of  investigated  groups.  Statistical  procedures  employed  in  this  article  allowed  for  a  robust 
estimation  of  indirect  effects  with  the  optimal  ratio  between  a  sample  size  and  the  number  of 
analyzed  parameters.  Although  our  assumption  was  that  secondary  traumatic  growth  is  a  pos¬ 
itive  outcome  and  reflects  processes  of  adaptation  after  indirect  exposure  to  trauma,  there  are 
studies  indicating  that  posttraumatic  grcxvth  may  be  dysfunctional  (Luszczynska  et  al..  2012). 
Future  investigation  of  this  issue  in  the  context  of  secondary  traumatic  growth  is  required. 

Finally,  recent  research  has  highlighted  the  interplay  among  self-referent  thoughts,  the  pres¬ 
ence  and  absence  of  positive  and  negative  social  support,  and  secondary  traumatic  growth 
( McCormack.  Haggcr.  &  Joseph.  201 1 ).  Future  investigation  needs  to  account  for  presence  (and 
absence)  of  both  positive  and  negative  support  in  the  relationship  between  self-eflkacy  and 
secondary  traumatic  growth. 

Summarizing,  this  is  the  first  longitudinal  two-study  investigation  of  how  social  support  and 
self-efficacy  operate  as  mediators  between  secondary  traumatic  stress  and  secondary  traumatic 
grewth.  Both  studies  consistently  supported  the  cultivation  hypothesis,  indicating  that  self- 
efficacy  being  affected  by  secondary  traumatic  stress  facilitates  social  support  and  this  indirect 
pathway  contributes  to  development  of  secondary  traumatic  growth. 
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CONCLUSION 


Tne  resuts  confmed  x>od  peyaaomeBie  seooartto*  ot  9m  laoeadtoy  Trauma  ae«- 
Efteaer  (8T8E)  eeale  and  rerTy  itt  theoreflca*/  assured  uodmensone  sructue 
iBandm  1997).  Ttey  mo  prowoe  evidence  mac  re  STSE  scare  is  a  reoust  meesire  and 
suggest  dial  secenayi  nu*to  sedeFcacy  may  nave  vriur  prooenes  and  operate 
gmtartr  across  d^erert  osbeai  ccrtens.  Secondary  vau^a  sef-^lcacy  may  oonsoiuto  a 
key  proiecOre  resouce  promoong  aeii  -  berg  among  peooe  worang  «(m  raire  suvtvors 
*  we  propose  a  new  measure  to  asses  I. 
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Abstract 


This  two-study  kongitudtnal  imrestigation  examined  the  ir>direct  effects  of 
secondary  traumatic  stress  (STS)  on  secondary  traumatic  growth  via  t¥VO 
mediators:  perceived  social  support  and  secondary  trauma  self-efficacy.  In 
particular,  we  tested  if  the  two  hypothetical  mediattrs  operate 
sequenhaly.  that  is  with  secortdary  Q-auma  self-efiicacy  facilitating  social 
support  (i.e.,  cultivation  hypothesis)  and/or  social  support  enhancing  self- 
efficacy  (i.e..  erxabling  hypothesis). 


Introduction 


Method 


Participants 

Participants  in  Study  1  (N  =  293  at  Time  1,  N  =  115  at  Time  2)  were 
behavioral  healthcare  providers  working  with  U.S.  military  personnel 
sufferirig  from  trauma  Study  2  was  conducted  among  Polish  healthcare 
workers  (N  =  298  at  Fime  1,  N  =  189  at  Time  2)  providng  services  for 
civilian  survivors  of  traumatic  events. 

Measures. 

Secondary  Traumatic  Stress.  Secondary  Traumatic  Stress  Scale  (Bride  et 
al..  2004) 

Secondary  trauma  self-efficacy.  The  secondary  Trauma  Self-Efficacy 
(STSE)  Scale  (Cieslak  et  al..  2013). 

Perceived  social  support.  The  MuUdimens^al  Scale  of  Perce-ved  Social 
Support  (MSPSS;  Zimet.  OaNem.  Zimet.  &  Farley.  1066). 

Secondary  Traumatic  Growth.  Posttraumatic  Growth  Inventory-Short  Form 
(PTGI-SF;  Cann  et  al..  2010) 

Indirect  Exposure  to  Trauma.  Secoridary  Trauma  Exposure  Scale  {Cieslak 
etai..  in  press) 

Procedures. 

ParbciparYts  from  both  Study  1  and  Study  2  complefod  a  set  of 
questionnaires  evaluating  STS.  perceived  social  support,  secondary 
trauma  self-efficacy,  arid  secondary  traumatic  growth.  Additionally,  iridirect 
exposure  to  trauma  and  demographic  variables  were  assessed  as 
possible  factors  that  shoiid  be  controlled  when  testing  the  hypotheses. 


Results 


In  both  studies,  multiple  mediational  analyses  showed  eviderice 
for  the  oitivation  hypothesis  (Figure  1).  The  relabonsh^  between 
STS  at  Time  1  and  secondary  traumatic  growth  at  Time  2  was 
mediated  sequentialy  by  secondary  traun\a  self-efficacy  at  Tvne  1 
and  social  support  at  Time  2.  The  enablir>g  hypothesis  was  not 
supported  in  either  study  (Figure  2). 


Secondary  traumatic  stress  (STS)  resiits  from  indirect  expos^ae  to 
trauma  (Bride.  Robinson.  Yegidis.  &  Figley.  2004)  ar>d  has  a  set  of 
symptoms  that  is  similar  to  posttraumatic  stress  disorder  (PTSD).  This 
ir>drect  exposure  to  traunna  is  typified  by  healthcare  providers  working  with 
traumatized  individuals.  Although  it  has  been  associated  with  many 
r>egative  consequences.  ir>dudir>g  higher  distress.  ir>creased  r>egative 
cogrtitions  (Pearknan  &  Mac  Ian.  1995).  arfo  higher  job  burnout  (8aJler>ger- 
Browning  et  al..  2011).  recent  research  highlighted  the  importance  of 
positive  changes,  such  as  n^aning  making  (Park  &  Ai.  2006)  or 
posttraumatic  growth  (Cann  et  al..  2010).  In  these  two  studies,  the  term 
secor>dary  traumatic  growth  is  used  to  reforto  positve  changes  in  schemas 
about  self  and  the  world  and  perceived  psychological  growth  that  trauma- 
focused  providers  experience  as  a  result  of  dieir  work.  Usir>g  Social 
Cognitive  Theory  (SCT;  Bandura.  1997)  as  our  theoretical  fran>ework,  we 
argue  that  social  support  and  self-efRcacy  serve  as  key  mediafors  in  the 
association  between  STS  and  secondary  trauniatic  growth.  However,  there 
are  two  alternative  hypotheses  explaining  the  relationship  between  self- 
efficacy  ar>d  social  support  The  cultivation  hypothesis  suggests  that  self- 
efficacy  facilitates  social  support  whereas  the  enabling  hypothesis  states 
that  social  support  enhar>ces  and  protects  self-efficacy  (Schwarzer  &  Kr>oll. 
2007).  Although  both  the  cultivation  and  enabling  hypotheses  have  been 
supported  by  empirical  findings,  no  studies  have  examined  these 
hypotheses  in  the  context  of  indirect  exposure  to  trauma.  We  tested 
competir>g  hypotheses  The  effect  of  STS  on  secorxlary  traumate  growth 
would  be:  a)  mediated  first  by  secondary  trauma  self-efficacy  and  then  by 
perceived  social  support  (cultivation  hypothesis)  or  b)  perceived  social 
si^iport  w(Mid  lead  self-efficacy  (enabing  hypothesis). 


In  both  Study  1  and  Study  2.  after  controlling  for  the  effocts  of  three 
covariates  (i.e..  T1  indirect  exposure  to  trauma.  T1  social  support,  and  T1 
secondary  traumatic  growth),  path  analyses  supported  the  cultivation 
hypothesis.  High  secor>dary  traumatic  stress  (T1 )  was  related  fo  lower 
secondary  iraiana  self-efficacy  (T1 ).  which  in  turn  predicted  lower  social  support 
(T2).  and  then  lower  social  support  (T2)  was  related  to  lower  secondary 
traumatic  growth  (T2).  Indirect  effects  were  tested  usir>g  the  bootstrappir>g 
method  with  95%  confider>ce  interval. 

Table  1 :  Mediating  Effects  of  Perceived  Social  Support  and  Secondary  Trauma 
Self-Efficacy  in  the  Relationship  between  Second^  Traumatic  Stress  and 
Secondary  Traumatic  Growth 


Figure  1:  Multiple  mediation  analysis  of  cultivation  hypothesis 
(Study  1  coefficient  6/Study  2  coefficient  6). 


Figure  2;  Multiple  mediation  analysis  of  enablirtg  hypothesis 
(Study  1  coefficient  p/Study  2  coefficient  6). 
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Discussion 


This  is  the  first  k}r>gitudinal  two-study  investigation  of  how  social 
si4>port  and  seff-efficacy  operate  as  the  mediators  between  secondary 
traunftetic  stress  arid  secorfoary  traumatic  growth.  Both  studies 
consistently  supported  the  cultivation  hypothesis,  irxlicating  that  self- 
effcacy  beliefs  mediate  the  relationship  between  STS  and  secondary 
traumatic  growth  through  facilitation  of  social  support 

Prior  to  our  study,  the  cultivation  and  enabling  hypotheses  had  not  been 
tested  m  the  context  of  secondary  traumatization.  These  findings  are  only 
strengthened  by  the  robust  evider>ce  supporting  the  cultivation  hypothesis 
across  both  Study  1  and  Study  2.  each  of  which  used  different 
populations. 

The  findings  regarding  the  cultivation  hypothesis  may  have  implications 
for  SCT  (Bandura.  1997)  and  support  programming  for  traunrte  care 
providers.  SCT  proposes  that  self-«fficacy  is  a  key  foctor  inter-relating 
with  environmental  factors  focilitating  adaptation  in  challengir^  situations. 
Our  results  suggest  that  enhancirtg  self-efficacy  helps  a  long-term 
adaptational  process  by  facHitating  social  support.  Thus,  the  greater  the 
perceived  efficacy  for  managir>g  STS  the  greater  the  capacity  to  utilize  a 
key  environn>ental  resource.  Staff  support  programs  focusing  on  the 
enhancement  of  secondary  traumatic  growth  may  benefit  from  boostrg 
self-efficacy  with  the  intent  to  faalitate  perceived  social  support 
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Abstract 


Results 


The  present  study  investigated  the  mediation  effects  of  secondary  trauma 
seff-efficecy  and  perceived  sodaJ  support  in  the  relationship  between  job 
burnout  and  job  engagement  amor>g  healthcare  providers  indirectiy 
exposed  to  trauma  through  iher  work.  Cultivabon  ar>d  enabling 
hypotheses  are  two  alternative  explanations  that  involve  self-efficacy  arxl 
social  support  as  mediators.  We  tested  these  two  hypotheses  using  a 
longitudirul  design  in  two  studies.  Results  showed  that  the  cultivation 
hypothesis  was  supported  in  both  Study  t  and  2.  whereas  the  enabkng 
hypothesis  was  rtot  supported  in  either  study.  Implications  of  the  results 
on  future  research  and  the  importance  of  coping  setf-efficacy  in  supportive 
interventions  are  discussed  . 


Introduction 


There  was  the  serial  mediation  effect  of  secondary  trauma  setf-efficacy 
at  Time  1  and  pierceived  social  support  at  Tene  2  in  the  relationship 
between  Job  burnout  at  Time  1  and  job  engagement  at  Time  2  (Figure 
1).  This  result  supported  the  cultivation  hypothesis. 

The  relationship  between  job  burnout  at  Time  1  and  job  engagement  at 
Time  2  was  mediated  by  the  pathway  through  perceived  social  support 
at  Time  1  and  Time  2  in  both  Study  1  and  2. 

The  pathway  through  secondary  trauma  self-efficacy  at  Tinte  1  and 
Time  2  mediated  the  effect  of  job  burnout  at  Time  1  on  work 
engagement  at  Time  2  in  Study  2. 


Many  healthcare  providers  are  consistency  exposed  to  inrferect  trauma 
through  ther  working  wkh  dents.  Evidence  suggests  that  there  is  a  number 
of  negative  consequences  of  indirect  trauma  exposure,  induding  secondary 
traumatic  stress  (Bride  et  al..  2011).  job  burnout  (Kadambi  &  TruscotL  2007) 
and  low  work  engagement.  However,  littte  ts  lu>ow  about  the  relationship 
between  job  burnout  and  job  engagement  among  healthcare  provKters  who 
are  exposed  to  indrect  trauma.  Less  is  known  concerning  the  psychoto^cal 
processes  that  mediate  this  relationshp.  In  social  cognitive  theory,  copng  self- 
efficacy  is  a  key  component  in  the  intemal-evakiatrve  process  of  adaptaton  to 
challenge  and  uncertainty.  Social  support  s  a  crtbcal  enwonmental  resource 
that  helps  individuals  manage  stress  The  drectionaiity  of  relationshp 
between  these  two  resources  has  important  impfecaborrs  tor  understanding 
and  intervening  on  the  job  bumout-work  engagement  relationship. 

Cultivation  and  enabling  hypotheses  are  two  alternative  explanations  that 
mvdve  the  mediation  effects  of  social  support  and  seff-efficacy  in  the 
relatonsh  p  between  stress  and  its  consequences  The  cultivation  hypothesis 
suggests  that  setf-efficacy  facilitates  social  support,  whereas  the  enabling 
hypothesis  states  that  social  support  enhances  and  protects  self-efficacy 
This  two-study  longitudinal  investigation  examined  the  irvdirect  effects  of 
job  burnout  on  work  engagement  via  perceived  social  support  and 
secorwlary  trauma  setf-efficacy  among  healthcare  providers. 


Goodness-Of-Fit  Indices  Comparisons  (Table  2). 

•  For  Study  2.  a  change  score  in  chi-square  values  indicated  that  the 
model  without  pathway  between  secondary  trauma  self-efficacy  at 
Time  1  and  perceived  social  support  at  Time  2  had  a  significantty 
higher  chi-square  score  than  did  the  hypothesized  model,  indicating  the 
nrtodel  without  this  pathway  had  worse  model  fit  than  did  the 
hypothesized  model. 

•  The  model  v^out  pathway  between  perceived  social  support  at  Time 
1  ar>d  secondary  trauma  self-efficacy  at  Time  2  was  not  significantty 
different  than  the  hypothesized  model  tor  both  Study  1  and  2. 

•  When  both  of  these  pathways  were  excluded  from  the  model,  a  chi- 
square  score  for  the  model  was  significantjy  larger  than  that  of  the 
hypothesized  model  for  Study  2.  suggestng  the  model  without  these 
pathways  had  worse  model  fit  than  did  the  hypothesized  model. 


Discussion 


Method 


Participants 

The  study  was  a  part  of  a  larger  project  investigating  secondary  traixna. 
work-related  demands,  and  resources  among  healthcare  providers 

Iridusion  criteria 

(a)  Workng  at  least  one  year  as  a  healthcare  provider  (e  g.,  physician, 
nurse),  clinical  psychologist  counselor,  or  social  worker 

(b)  Being  indrectly  exposed  to  trauma  throu^  imeractan  with  patients. 

(c)  Study  1 :  Providing  services  for  a  mMary  populatxxn. 

Study  1  (MatTI  -293.  N  3tT2  -  131):  Mental  healthcare  providers 
workx>g  with  t>e  U.S.  mlitary  personnel  suffemg  from  traurr^a. 

Study  2(NatT1  -296.  NatT2=  189);  Healthcare  artd  social  workers 
providing  servces  tor  civilian  survivors  of  traumatic  events  in  Poland. 


Table  1.  Measures 


Figuire  1.  Cross^g^d  Anatysis  Tasting  tha  Cultivabon  and  Enabling 
Hypothasas. 

h/ofe.' '  p  <  .05.  '*  p  <  .01.  *'*  p  <  .001.  The  orange  line  indicates  a  serial 
ntediation  effect.  Values  before  the  slash  indicate  values  for  Study  1. 
Values  after  the  slash  mdtoate  values  tor  Study  2. 


Table  2.  Gootfoess-of-Fit  Slafetics  for  Comparisons  of  the  Models 


Results  of  Study  1  partially  supported  the  cultivation  hypothesis.  ar>d 
results  of  Study  2  folly  supported  this  hypothesis.  The  enabling 
hypothesis  was  not  supported  in  either  Study  1  or  Study  2.  The  support 
for  the  cultivation  hypothesis  suggests  that  enhancirvg  setf-efficacy 
facilitates  perceived  social  support  in  a  long  term,  and  higher  perceived 
social  si^portis  an  important  factor  to  foster  job  ervgagement. 

A  slightly  different  results  for  the  cultivation  hypothesis  between  Study 
1  and  2  ntay  be  due  to  cultural  differences  and  the  contexts  in  which  these 
studtes  were  conducted  (i.e..  military  trauma  vs.  civilian  trauma).  It  may  be 
that  social  support  resources  within  a  miliary  provider  context  are  less 
connected  to  one's  p^cerved  individual  coping  capabilities. 

The  present  study  showed  a  psychological  process  involving 
secondary  trauma  self-efficacy  and  social  support  as  mediators  in  the 
relationship  between  job  burrKXJt  and  job  engagement  among  healthcare 
providers.  The  present  study  is  ixtiquely  (Afferent  from  other  studies 
supporbng  the  enabling  hypothesis  (e.g..  Benight  et  al..  1999.  Cieslak  et 
al..  2009)  in  that  the  present  study  investigated  the  population  exposed  to 
indirect  trauma  through  their  work  as  opposed  to  popUatiorxs  exposed  to 
direct  trauma.  In  additnn.  the  presem  irrvestigabon  is  the  first  study  to 
show  the  long-term  cultivation  process  in  the  effect  of  job  burnout  on  job 
ervgagemervt. 

hiealthcare  workers  exposed  to  indirect  trauma  may  benefit  from  an 
educati(xial  support  program  that  mvolves  vnportanoe  of  enhar>ctng  self- 
efficacy  to  facilitate  sociai  resources  and  job  ervgagement  in  a  long-term. 
Educatirig  healthcare  workers  about  the  psychological  process  of  the 
effect  of  job  burnout  on  job  engagerrkent  nnay  be  berxeficial  to  foster  job 
er>gagerT>ent  as  well. 


Procedures 

Participants  responded  to  online  questionrtatres  that  assessed  work 
engagerrierTt.  job  bumcxjt  perceived  social  suppcxt  secorfoary  trauma 
self-efficacy,  arx)  organizational  constraints  for  Tvne  1  arid  Tvne  2.  Mean 
time  elapsed  between  Txne  1  ar>d  Time  2  was  193.95  days  for  Study  1 
arvd  161.91  days  for  Study  2. 


This  researeh  and  development  proiccl  was  conducted  by  the  Trauma  I  loath  &  Hazards  Center.  University  of  Colerado.  Colorado  Springs  and  is  made  possible  by  a  researeh  ^ant  lhat  was  awarded  and  administefed  by  Ihe  U.S.  Anrry  Medical 
Research  &  Materiel  Command  (USAMRMC)  and  the  Telemedicine  &  Advanced  Technology  Research  Center  (TATRC)  M  Fort  DetridL  MD  under  Contract  Number  W81XWH-11-2-0153 
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First  Things  First 
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Associations  between  Job  Burnout  and  Self-Efficacy:  A  Meta-Analysis.  Manuscript  submitted 
for  publication. 
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We  Know  What,  but  WHY? 


What:  To  investigate  the  relationship  between  self-efficacy  and  job  burnout 

WHY: 

1)  To  contribute  to  the  validity  of  the  Job  Demands-Resources  (JD-R)  model 

2)  To  investigate  possible  conceptual  overlap  between  self-efficacy 

and  one  of  the  job  burnout  components:  inefficacy  (i.e.,  reduced  personal  accomplishment) 
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Job  Demands  -  Resources  Model  (JD-R) 


«SWPS 


www.swps.pl 


Demerouti  &  Bakker,  2011 


Job  Burnout:  A  Three-Factor  Definition 


Job  burnout  (JB)  is  "a  prolonged  response  to  chronic  emotional  and  interpersonal  stressors 
on  the  job,  and  is  defined  by  three  dimensions:  exhaustion,  cynicism,  and  inefficacy" 
(Maslach  et  al.,  2001,  p.  397). 

-  The  Maslach  Burnout  Inventory  -  General  Survey  (MB\-GS;  Maslach  et  al.,  2001) 

-  The  MBTHuman  Services  Survey  -  in  occupations  requiring  contact  with  patients 

-  The  MBTEducators  Survey  -  for  professionals  working  with  students  or  pupils 

Two  JB  components  have  different  names  in  the  MBI-GS  than  in  other  MBI  versions: 

Cynicism  =  Depersonalization 

Inefficacy  =  Reduced  personal  accomplishment 
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Job  Burnout:  Other  Approaches 


Job  burnout  within  compassion  fatigue  framework  is  described  as  a  „feeling  of  hopelessness 
and  difficulties  in  dealing  with  work  or  in  doing  job  effectively"  (Stamm,  2010,  p.  13). 

-  Professional  Quality  of  Life  (ProQOL;  Stamm,  2010) 

The  exhaustion-focused  conceptualizations  of  job  burnout. 

Job  burnout  is  defined  "as  relating  to  individuals'  feelings  of  physical,  emotional,  and 
cognitive  exhaustion,  thus  focusing  on  continuous  depletion  of  the  individuals'  energetic 
coping  resources  resulting  from  their  chronic  exposure  to  occupational  stress"  Shirom  & 
Melamed,  2006,  p.  179). 

-  The  Shirom-Melamed  Burnout  Measure  (SMBM;  Shirom  &  Melamed,  2006) 

A  two-dimensional  job  burnout  framework  focuses  on  exhaustion  and  disengagement  from 
work,  defined  as  "distancing  oneself  from  one's  work  and  experiencing  negative  attitude 
toward  the  work  objects,  work  content,  or  one's  work  in  general"  (Demerouti,  Bakker, 
Vardakou,  &  Kantas,  2003,  p.  14). 

-  The  Oldenburg  Burnout  Inventory  (OLBI;  Demerouti,  Bakker,  Vardakou,  &  Kantas,  2003) 
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Self-Efficacy  Definition 


Self-efficacy  (S-E)  within  Social  Cognitive  Theory  is  conceptualized  as  a  personal  resource 
that  refers  to  "people's  beliefs  about  their  capabilities  to  produce  designated  levels  of 
performance  that  exercise  influence  over  events  that  affect  their  lives"  (Bandura,  1994,  p. 


The  context-specific  self-efficacy  demonstrates  stronger  associations  with  stress  outcomes 
than  self-efficacy  conceptualized  and  measured  as  a  general  construct  (Bandura,  1997). 
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Contradictory  Evidence 


Opposite  results  from  two  systematic  reviews  of  the  relationship  between  self-efficacy 
and  job  burnout: 

1.  Alarcon  et  al.,  2009:  The  strongest  associations  were  observed  between  self-efficacy 
and  one  of  the  job  burnout  components:  reduced  personal  accomplishment. 

(review  focused  on  teachers,  general  and  context-specific  self-efficacy  measures); 

2.  Brown,  2012:  The  associations  between  job  burnout  and  reduced  personal 
accomplishment  appeared  less  frequently  than  the  associations  between  self- 
efficacy  and  the  two  other  job  burnout  components 

(only  general  self-efficacy  measures). 

Conclusion:  Moderators  must  be  considered  in  the  following  reviews. 


www.swps.pl 


msMPs 


study  Aims 


To  systematically  review  and  meta-analyze  the  associations  between  self-efficacy  and  job 

burnout  (the  global  index  and  its  components). 

To  test  the  effects  of  moderators: 

a)  The  type  of  a  job  burnout  measure  (MBI-related  measures  versus  non-MBI-related 
measures); 

b)  The  type  of  a  self-efficacy  measure  (general  self-efficacy  scales  versus  context-specific 
self-efficacy  scales); 

c)  Occupation  (healthcare  providers  versus  teachers  versus  other  human  services 
workers); 

d)  Years  of  work  experience  (lower  33%  versus  middle  33%  versus  upper  33%); 

e)  Gender  (majority  of  male  [more  than  66%]  versus  equal  gender  proportion  [33%  -  66%] 
versus  majority  of  females  [more  than  66%]); 

f)  The  cultural  context: 

-  country  (Western  [e.g.,  U.S.  Spain,  Netherlands]  versus  other  countries  [e.g.,  China, 

Philippines,  Turkey]), 

-  language  (English  versus  non-English  languages). 
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Literature  Search 


•  Independent  studies  available  before  2013. 

•  Databases:  Search  Complete,  Agricola,  Business  Source  Complete,  ERIC,  Medline, 
PsychARTICLES,  PsychINFO,  Science  Direct,  SocINDEX,  and  Web  of  Knowledge. 

•  Combinations  of  the  keywords: 

•  self-efficacy  ("self-efficacy") 

•  job  burnout  ("burnout",  "burn  out",  and  "burn-out") 

•  Manual  searches  of  the  reference  lists  were  conducted. 

•  At  least  two  of  the  authors  were  involved  at  all  stages  of  data  extraction,  coding, 
synthesis,  and  analysis. 

•  Cochrane  systematic  review  method  was  applied  (Higgins  &  Green,  2008). 


The  initial  search  resulted  in  214  studies. 
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Inclusion/Exclusion  Criteria 


(a)  Self-efficacy  and  job  burnout  were  measured  at  some  time  point; 

(b)  The  relationship  between  self-efficacy  and  job  burnout  was  assessed  or  authors  provided 
appropriate  statistics  upon  request; 

(c)  Papers  reported  statistics  that  could  be  converted  into  Pearson's  coefficient  (e.g.,  t-test, 
F-test,  Cohen's  d); 

(d)  Only  studies  on  workers; 

(e)  English-language  publication  restriction  was  applied  (although  the  measurement  itself 
could  be  in  a  non-English  language); 

(f)  Dissertations  and  book  chapters  were  excluded; 

(g)  Studies  applying  qualitative  methods,  narrative  reviews  were  excluded; 

(h)  When  two  or  more  studies  used  the  same  sample,  only  one  study  with  a  larger  sample 
size  was  included; 

(i)  When  multiple  studies  using  different  samples  were  reported  in  a  paper,  each  study  was 
included  as  an  independent  study. 
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Quality  criteria 


In  addition,  quality  criteria  were  applied.  Studies  were  qualitatively  evaluated  on: 

(a)  Whether  reliability  of  the  measures  was  reported; 

(b)  Whether  confounding  variables  were  controlled; 

(c)  Whether  randomized  sampling  was  used  to  draw  a  sample  from  its  population; 

(d)  Whether  demographics  of  a  sample  were  reported; 

(e)  Whether  a  study  objective  was  clearly  stated. 

Only  studies  that  met  at  least  four  criteria  were  included. 


The  selection  processes  resulted  in  60  studies  meeting  all  inclusion  criteria  and  quality 
criteria. 

However,  three  of  those  studies  were  excluded  from  further  analysis,  because  they  were 
identified  as  outliers  based  on  the  criteria  with  z-scores  greater  than  10  or  less  than  -10 
(Pietratoni  &  Prati,  2009;  Schwarzer  &  Hallum,  2008  [German  sample  only];  Schwerdtferger, 
Konermann,  &  Schonhofen,  2008) 

Thus,  57  original  studies  were  analyzed. 
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Description  of  Analyzed  Material 


k  -57  original  studies. 

N  =  data  from  22,773  workers  were  analyzed  . 

Sample  sizes:  varied  from  39  to  2,267  participants  (M  -  399.53,  SD  -  453.73). 

Age:  M  =  39.10;  SD  =  6.38;  range  =  25.50  -  56.00 

Years  of  work  experience:  M  -  12.16;  SD  =  5.59;  range  =  1.33  -  22.14 

Occupational  groups: 

•  Teachers  (50.88%;  k  =  29) 

•  Healthcare  providers  (29.82%;  k  -  17) 

•  Other  human  services  workers  (19.30%,  k  =  11) 

The  most  popular  scales: 

•  Job  burnout  was  measured  with  the  MBI  in  94.73%  of  studies  (k  =  54) 

•  Self-efficacy  was  measured  with  the  GSES  in  29.82%  of  studies  {k  =  17) 
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Description  of  Analyzed  Material 


Geography: 

•  12  studies  (21.05%)  in  North  America  (11  in  US,  1  in  Canada) 

•  6  studies  (10.52%)  in  Hong-Kong,  6  (10.52  %)  in  the  Netherlands,  6  (10.52%)  in  Spain 

•  5  studies  (8.77%)  in  Italy 

•  3  studies  (5.26%)  in  Israel,  3  (5.26  %)  in  Norway,  3  (5.26%)  in  UK 

•  2  studies  (3.50%)  in  Belgium 

•  1  study  (1.75%)  in  France,  1  (1.75%)  in  Ireland,  1  (1.75%)  in  Philippines,  1  (1.75%)  in 
Poland,  1  (1.75%)  in  Romania,  1  (1.75%)  in  Sweden,  1  (1.75%)  in  Syria,  1  (1.75%)  in 
Taiwan,  1  (1.75%)  in  Turkey 

Only  2  multi-country  studies  (3.50%)  -  1  in  EU,  1  in  Israel,  NZ  and  US. 

Language: 

•  An  English-language  version  of  the  questionnaires  was  applied  in  33.33%  (k  =  19)  of  the 
studies 

Only  in  1  study  (1.75%)  both  English  and  Chinese  versions  of  the  questionnaires  were 
applied. 
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SE-JB:  Overall  Effect  and  Measures  and  Occupation  as  Moderators 


r 

r  Range 

r  95%  Cl 

k 

Q 

Fail-Safe  N 

Overall  effects 

SE-JB  1 

L^zJ 

1  -.609 -.224 

-.366  - 

-.288 

22.773 

57 

568.07*** 

90.14 

19.714 

SE  -  Exliaustioii 

-.309 

-.549  -  .007 

-.345  - 

-.277 

16.492 

42 

236.83*** 

82.69 

3.282 

SE  -  Depersoiialization/cyiiicisiu 

-.322 

-.561  --.050 

-.372- 

-.271 

16.201 

39  435.651*** 

91.28 

3.826 

SE  -  Lack  of  acconiplislmieiits  | 

H 

1 -.752 --.068 

-.532  - 

-.414 

12.543 

34 

542.94*** 

93.92 

10.802 

Moderator 

JB  measiue 

MBI  mea  slues  | 

1  -.609 -.224 

-.379- 

-.297 

18.879 

50 

449.40*** 

89.10 

13.783 

Other  measiu'es 

-.246 

-.553  -  .045 

-.348- 

-.139 

3.894 

7 

63.92*** 

90.61 

323 

SE  measiue 

General  SE 

-.301 

-.553  -  -.122 

-.351- 

-.249 

9.416 

20 

121.90*** 

84.41 

3.554 

Specific  SE  1 

1  -.609 -.224 

-.394- 

-.286 

13.357 

37 

415.13** 

91.33 

2.679 

Occupation 

Teachers 

l-^sol 

1  -.598 -.224 

-.432  - 

-.326 

10.882 

29 

260.28*** 

89.24 

10.718 

Healthcare  providers 

-.264 

-.498-  -.095 

-.302- 

-.224 

8.615 

17 

43.60*** 

63.31 

1.948 

Other 

-.273 

-.609  -  .045 

-.375  - 

-.163 

3.557 

11 

113.13*** 

91.16 

592 
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SE-JB:  Other  Moderators 


r 

r  Range 

r  95%  Cl 

u 

k 

Q 

r-% 

Fail-Safe  N 

Work  experience 

Less  than  9  years  (lower  33%) 

-.278 

-.379  -  .045 

-.366- 

-.185 

3.219 

11 

70.79»** 

85.87 

.581 

Between  9  and  14  years  (middle 

33%) 

-.265 

-.513 -.224 

-.372- 

-.151 

4.336 

11 

137.21*** 

92.71 

732 

More  than  14  years  (liigher  33%)  | 

-.598 --.149 

-.471- 

-.303 

3.458 

12 

87.46*** 

87.42 

1.538 

Country 

Western  | 

Ld 

-.609 -.045 

-.377- 

-.289 

16.589 

41 

370.62*** 

89.21 

6.316 

Other 

-.305 

-.519 -.224 

-.408  - 

-.195 

5.397 

13 

186.07*** 

93.55 

1.341 

Langriage 

English 

-.306 

-.609  -  .450 

-.372- 

-.237 

5.661 

19 

123.42*** 

85.41 

1.916 

Other  1 

-.598 -.224 

-.387  - 

-.288 

16.452 

36 

415.67*** 

91.58 

5.180 
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Summary  and  a  take-home  message 


•  The  meta-analysis  of  57  studies  indicated  a  moderate  association  between  self-efficacy 
and  job  burnout  (weighted  r  =  -.327);  these  two  concepts  shared  approximately  11% 
of  the  variance. 

JD-R  context:  there  is  a  direct  link  between  resources  (self-efficacy)  and  JB. 
We  know  nothing  about  the  causality  of  the  effect. 

The  relationship  is  moderated  by  several  factors. 


•  The  strongest  relationship  was  found  for  reduced  personal  accomplishment  and  self- 
efficacy 

(weighted  r  =  -.475,  and  23%  of  shared  variance). 

Some  conceptual  overlap  between  JB  and  SE  constructs  exists. 
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i  0  t^riCKilETAL 

ConceptujiJzA'rion  and  cemponenb  of  burnout 
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camp^ml  mncqil  of  butnafil,  OTiet^d  l^R  ha  been  an  ^galr^  dbusaon  on  ila  cofljoil 
aid  vafcdily  {Doriawli,  SaMn,  Vaidalua«;  Kanta^  200^  M^iadh  A  ^  2QQ1 ;  Sclhauiei.  Lole^  & 
MaalscK  20GI9X  Allbo«^h  Ibe  Ub^  of  tioae  tiree  canpanoils  have  charged  Ihdr  n>eann^ 
FonabEd  I^e  saunc  0]  e]ilBNi^ljafi,  rqpFaertbig  a  serce  d*  weaniES  caused  by  a  johi:  (2)  d^sesoi- 
nalizalkEi  ^qmkBrOprrf'ETing  lo>a  ddached  allrbde  loward  Ihe  job  or  cfiert^  and  {iO  redjced 
poscmal  or  pt^bkieI  accamidishn'iail^  aqHraaed  in  rE^plive  onolHtE  and  co^Kkns  aboil 
own  adhievemonls  and  capacilfa  lo  sucreed  al  wotHk  or  in  Bie  n  ganorat  ^SdEdi^  el  al,.  20Q9[L 
Ihse  Ihree  comiKEiails  an  nEaQued  by  llie  Maalacli  HuctdijI  fciveilory  ^Slr  Maslach,  Jacftsocv 
&  Laila'p  1 99^ 

ki  oinlD^  b  IIe  tiiee-cotTipcnanl  appnBcJh  by  iVbdscIi  4  ^^200  1),oIIee  have  argiEd  lhai  jcb 
bumoulmilghlbe^  be  nedjced  loa  sbqte  comnon  expeiiencE,  noneljf enhaiston  ^  Matach-PinB 
2CIQ5X  ki  ccnlrdl,  iJhe  compmicBi  f^li^e  fronew^Bi.  d^ns  fauinoijl  b  a  uiidbneiEKVial  OHidJUEl 
oicon'li^ng  a  lacli  of  wel-bdng,  negative  alfluda  low»d  worli,  or  a  lacJk  J  s^-ecc^ance 
[{Slan-m,  2Q1 QO. 

Ihe  apiprcBdi  pjcr^Kised  by  MaaLach  A  J.42QQ1)  ^unes  Ifiald  iJhiee  bunoil  ccxniixinails  are  of 
equal  irriKrlance.FurllEin^or^  iIe  ^pfwoacfi  amuina  nom^or  dflereFbes  in  o^iis  of  tie  Ihiee 
coni(pcri9il^  orlheqHcifidly  ofItE  blaaclkitE  betii^ea  ItE  Ihree  compcn oils  and  dlho' vaiiafcl«. 
IHowevs',  RBnl  ^londlk.  reviews  aid  mdaranaljiss  propcEe  tial  some  d  tie  bunoil.  ccxn- 
pofEils  majf  found idorai la mociaiicEiswiti  cotiribiling  bclcxs  d bumoul-Si^ificail aBoodlkins 
were  found  mere  often  wRet  the  exInjflion-selF'dlicac]^  rdbliotEh^ws  aia(]fr.ed  lhai  for  rEp- 
saiail  acoomdislvnaila  and  self-dTicac)^  ^rowr.  20 12).  A  review  d  slidies  sndiE.led  among  pro- 
f^imal  aihldja  sug^ded  tial  tie  ssodatons  bdween  self^lmiHiiaikEi  Iheory  vadufales 
i{ailon(xrr|i'p  aompd^ercj^  and  reLsledn^)  and  tie  Ihreecompcineiis  of  bumoulweresiiidanlial^ 
dWaoil,  wilh  oihaiEtan  fonnirg  weafier  as  soda  tons  i(--22  lo— .2d]  compared  b  tie  amodiaitans 
found  fcT  peE^at  accampfistmoib  i|— JS  lo<  — jdl]  4^  Wang,  Pyui,  &  Kee  201 23-  ki  conlrad,  meb- 
ana^B  cenduebd  on^g  empIc^B  of  didovil  occip^dions  dd  nd  diow  dfleiencES  bi  the 
iddltorchips  bdwcBi  the  tiree  bvnout  compcriBits  and  pBscxialil]^  chaacbb^lks  (jncliidb^ 
core  sdf-evabjatiorEp  the  hve-bclor  modd  chaaebrEStia,  and  dfectHltc  validity  Abicon  d  at, 
2009X  hi  suirv  the  diffoBicB  ai  mociStiorE  between  jdb  bunoil  aid  seDF-regiiiatory  variables 
requipe  fuilha  examinalkm.  Ihe  dWaoncB  majr  iBifl  Bom  caicqpliEfizatioin  and  (^iBdkinalrm- 
tkm  of  bunoil,  bil  abo  from  the  chaacbndics  of  tie  dudied  poputdkns  (eg.  tie  tyrs  of 
occiiuniard. 

S«lf-«ffkacy  And  fts  Au«dadi«is  wH th  hiivnaut 

Bbi±5  doTionSIratiiig  a  wkb  erge  of  fE^live  cuise^oicB  d  wo«fc.-rd!abd  stKBprBeachas 
aid  prd'siot^  have  begun  b  advocate  fa  aiefyxin^  the  role  of  prdecliive  betos  fCay-EocI^ 
2012;  UoB  Ibfi4  l<4okihaiv  Dklbn,  &  Voice,  201 1].TtEse  piolectve  faebrs  may  icier  b  the  chaDO 
loidics  of  the  work  aivironriail  {eg.  aganizatonal  striEtuie,  sde^  dandands]  or  indmdud  vail- 
afals  {eg.  sefif-dcacy,  ag^  qolimran]  which  have  Btab&^ied  aso^tons  with  buinoil  {Alarcai 
d  d,.  2009t  ILe^  Seo,  liaditqjp  Low4  Sch wertanan,  201 23-  Enviraimsilali  diaacloblks  orbidr 
viduddMlfderE.e  variablB  {such  as  oiganEzadicnd  drucluB  aa^]  an  difbcullloclBrge  {d.  Vces 
IHaidl  dal,  201  IJ.Bi  coilrBV  cognitions  such  b  sdfdficacy  ae  modhable  protective  bcloE. 

According  losocidco^itive  tieory  sdfdficacy  psIbs  toindnidu^'bdiefc  Bi  tfErc^sabm^  b 
oceicEe  conbol  ova  challenging  donaids  ^anduA  1997X  Bi  the  caitoit  of  occupatiaial 
sbB^  sdf-elicacy  r^HBOits  tie  caihdoice  that  cue  cai  empkqr  tiE  slA  lEcmayloded  wrti 
jobepecihe  tBis  and  ca^  with  jobepecific  chaftaigB,  |d>-rdan.ed  sle^  aid  ife  cofEequoicB. 
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SElf-iJIficKy  E  iiEtEdy  cthned  aid  ireouiied  a  a  danan-^KoAc  b*J.  il  [ria]i'  be  coioq^u- 

altzed  Old  meoured  m  a  mofe  ^nerdforgkiis^  w^, ds  Ite  b^ef m  one's  oatrf>Aaioe  b  c^fK  wi4i 
a  bnado*  range  J  sfearfil  (r  di^lHer^ing  doiwids  QUiszcz^ateIa  Sdhot;  &  Sctiworza,  2Qimi).  A 
goiaai  o^m'^di  lo  sdf-eficKy  p’O'vkIa  ai  opfKEluriljf  lo  sdf-^c^y  in  a  psEBnancHis 

fay,  wboi  reseaiclias  Bivaigfne  ganaaf  dirm  al^rUlkm  ^szcz^mdizi  A  oL,  20Q^ 

Socid  cognrtve  Tibdy  asums  Ibd.  sdf-dcKy  (klomins  voichus  Slrmi-Rtabd  ouloimes 
{SoiduD,  1997]  Old  bunotl^  e  dn  exonple  of  stdh  ai  oulc^ne.  low  setf-dlicKjr 

oeHelr  lO’  lhab(T  [EsrniESlic  IboughE  eboid  fidr  fiibre  acaifrfifctKneifs  aid  posotid  devdop- 
meiA  4LJUSzc2^nEi^£  Scbwaza,  20Q5X Tlfnse  asucrp^kEis  fom  tie  Ifieoietcdl  bKkgnoFid  (bribe 
asocial  bdwnen  sdl-cfna^y  aid  bimotl.  Sdf-efiuc^  dnd  flras  otJ.caiine  indicAtf^  sucb  a 
posczid  aooani|iGdimai1.  am:  c.on(Epbefljf  dEfncl  4cf.  Ltc^z^sb^  &  Scbwsrzar,  2Qim].  Ibe  oon- 
sbuc.1of  posHid  aciOHripfclfMrrail^aid  ils  meaue]  e  of  rdio^Kdiwe  dhaacla  ad  iLirqirisails 
Ibe  odc.ana  of  aclnfc  {e^.  'aocofniiGsbed  moijf  mirtiwlile  Ibm^*  a  Hed  odhSaAed  dla 
WQtbU.  wbsrss  sdf-eficdc]^  bdids  oe  of  poq»ec.1ive  aid  qnestve  cbadcbr  $je.  iida  lo  pdlmlid 
ebiBlis  of  oi  mdmdudaid  tier  fulwe  dcliotcX 

floeadi  corducbd  ii  Ibe  cdiletl  of  stas  sibws  tial  xV-t^fnaiy  maji'  opodle  s  a  raource 
prevertitig  negelivsconsequoios  ofslsh  4ci.  BSecbox  A  d,  2Q14X  Self-dlbc^jf  tiromp^  recovoy 
from  job  Arm  ^dii\  Shnewis.SonFEnb^  £M.o|z^  2Q 1 1 X  aid  eKcdcybeb^  woe  found  bfacS- 
Uleerriiik^is'adspldjan  locboigs  ii  tie  (rgoid^ton  (Anmiaai,  Teny,  £  Cdloir-^OOff].  EziEr^ 
■rertd  Audies  den>xisV2led  tial  a  sef-eAc^y-eiiiaicng  bbA'oiton  reduced  onpld^rees's^ean 
{Udsw^lb  £  Mman,  2Q12X 

TwosjdlHnelk.  levtews,  wbicb  anp)ia]red  melooidjEE  lo  oidjrze  tie  RCalnislip  belwesi  sdb 
dlbcecy  ard  burmul  ozmponaife,  jedded  dWaoil  rattls.  AJaicofi  A  d.  (2009]  idoilibed  12  Sludes 
Old  found  Ibd.  ibe  drorqal  ssocialKiis  wne  obsoved  fu  sdf-efi<a^  aid  peEuid  accurfifeb- 
meils  onang  worhos  of  vonus  piofe  akhis.  ki  coilrSI,  Srown  (201 2)  showed  tid  onoig  bacbos 
Ibe  asocidicEis  beiwnen  bunouland  posuialj  a^ompfedimerts  onetged  im  freqtf  illjf  tioi  Ibe 
ssociatczis  bdwQai  sdf-elicac]^  aid  Ibe  Iwo  ollEr  bvnotA  corrtnrEifs.  Ihe  Im'  reviews  did  ndl 
Isl  for  tie  poloilid  mo^ralus  (neb  a  ibe  ooctbdiati  1>pd  of  ihoe  ^ocidiofis  or  (br  tie  dffer 
oica  ri  1(e  amiciaiicEis  bdweoi  sdf-elicacyand  bunoul  bmponaife.lhe  diflidaica:  belweoi 
Iboe  Iwo  mda-aid]Ee!^  m  lorrE;  d  oizfyzed  popuLdion  opaalkmaikalkii,  aid  Ibe  meAouranerl. 
ofsdf-eli(agr  ad  burrbuV  could  afecl  tie  dilained  rstils.  Srown  (20 12]  focused  on  leacbosoid 
accouiled  Ibr  faolh  goieBl  aid  ^Hcibcsdf'dlbcacjr,  wtioem  Aloom  dal  (20090  did  Fb1  acomnlfu 
Ibelypeof  pnfemicE  aid  induced  only  sbdis  tial  Idled  lie  rde  ofgaiadsdf-dibcacy.  FuiIIeP' 
mon^  Ibe  irrilafdn  of  Ibe  Iwo  rewtews  irids  lo  Ibe  onncqiltElizaiion  of  bunoul:  boti  duties 
exduded  dala  obuined  wilb  meoiura  blbu  tian  Afilrlbodue  ilE  hard  loevaluab  if  Ibe  (ixb- 
IntEfcalkm  of  bumoul  may  Jled  ib  rdatbndiip  wlb  pcEuiail  roourd  variables,  the  pupose  of 
IbE  Rview  E  lo  evatude  IbE  Kbrabre  by  labing  bilo  accounl  Ihse  prevnus  irriUlkES. 


The  modefators  nil  faifnetft-self-nefflfAcy  assi«lAtlens 

Socid  co^ilive  Ibeory  assums  tia/l  sdf-dlbcacy  lied  lo  qcedbc  aqpeds  d'  stsd'iJ  oioaunbE,  bar¬ 
rio^  and  oulcunes  wil  denuiStrale  sbon^ramacialkiis  wilh  sbss  ouboms  tian  selfdliicacy 
IhalE  cuicqiliiEltzed  aid  moBiued  bi  a  ^naal  w^  (Bandu^  1997].  Tbeieian^  Ibe  ovaardhbg 
syifbdE  RldtandhqDS  bdween  sdV-dlicacy  aid  burmul shiuld  accounl  (bribe  ^mdkinaliza- 
lion  of  bOlb  bunmul  and  adf-dbocy.  Mdoaidyss  accouiling  Ibr  burnoul  sIctwEd  lhai  Ihoe 
oe  si^ibcart.  dWooicd  in  Ibe  rdaliondiips  bdween  tiumoul  aid  sliesi-rdialed  vanabls:  tide 
dWddicd  ddiord  on  lib  opdalknaftzalion/dsdanenl  of  bunoul  (Cidali  el  20 14X 

Social  cog nitir  Ibeory  SAmd  Ibailbe  amocialions  iblween  self-dcacy  ard  drm  ouloonbs 
(ejg.  bunoU]  should  be  sirda  aerds  pcpulaliois^  regadim  A  ag^  ^rda,  u  cuhure  (Bandu^ 
1 997]^  bU  dqiHnd  on  indwidual  p^  expaimcd.For  exonpila  lib  relaiondiip  bdwean  seV-dlicacy 
Old  sbes  o^cund  wot^kl  bennoddaled  ty  wbdbdan  ndrrtdualhd  bad  maiy  (ppoitunilid  lo 
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4  0  t  ShOJl  ET  AL 

OKidEe  ms  lay  wa  drsful  warhislKe  cHidfloiga.  Il  e  pasilj«  Ihala^  aid  yeas  of  wok  eupsi- 
oice  (OMcsoil  |vany  indicias  of  sudi  (^ipaAunilpes  b  exocK  m^oy.  Ttbr^bri^  diaacloEdics 
ofemptc^^  sucli  slli^ageafllieiiuiinba  J  yso^of  walk  exfErEincE,aie  paloilid  mcKbFdlo^ 

SevaaC  mtewc  aid  mdd-arB(yiu{  ^dia  invBkgaljng  ddenriniBfils  of  bwinatA 

higlfighled  iIe  loie  of  dJia  indwiduat  cJiaacbfelks  occofibxb^  facial  nidi  s  Type  of  oocu- 
pdlktn  or  c.ulbi>s/c.ouilnB  of  d^la  c.aCec1icBi.  Fa  auerifis^  iJhe  of  pcdsoofi  aid  omn^y/ 
cjuhiire  agnificailly  modaaled  Ifie  sioualkifE  bdweai  iHiinoal  aid  wotk-iHi^ed  or  indvidud 
ndk  facias  A  2Q130  aid  fie  moualnrE  bdweer  biimoul  aid  dJia  menbl  I^eaMi  ouV 
coma  #3r  ^bmalic  Kv*rm,  xs  Qalak  A  d,  2Q14X  Mda-amiysa  oindiitled  fa  dala  dblained 
onong  leadios  yKt^d  dfoiga  buBiod-peEaial  aoompfeiimert,  ssocJad^ois  {Bnwn,  ^12) 
llioi  oiatysa  conducbd  onorq  wokos  willi  Ollia  oocifhsIkirE  ■lAlacon  d,  2QCffi.  l^ado^ 
llie  ^ecl  of  Ihe  tyfx  of  ocajp^lkn  ai  IIe  buiiDul-sdV-idcacy  ascKulkb  reods  lo  be  clawed. 

Hhe  coicqpls  of  bumoyl  aid  sdf-eficacy  weie  de vdofEd  ai  llie  aid  a  Eoge  pof»alkifi  of 
sbdia  aivali^mg  fie  SBOciofons  bdwner  iJhae  mmSlmds  woe  caidiiE.led  ai  Norfi  Ameika. 
Howewa,  il  e  ofloi  aidkaled  lhai  roeocli  should  prowde  more  in-deiHh  oialysE  on  ciois-nalbnd 
difooica  of  Ihe  dlecls  of  jobslRS  {such  s  bonmutl  aid  ils  ddomaioilslhe  ssumpfon  fid 
Wedon  concoiita  and  IfEoks  Iranscoid  ciAubI  and  lElnnaf  boundaria  may  be  nol  vMtd 
{(f.  Fbiiiewi  d.  2C1Q2).  Fu^omor^  oilical  ddaminanta  d  negdiw  otlcoma  of  jcb  dias 
{sudi  sbunbutl  bndude  exEfug  wofk-Rlialed  potcie^scKidraovca  d  work,  and  o^anczafoiat 
chaacbifalics  Clfoa  l^onel  d.  aL,2Q1 1 X  Ihae  ciffcal  debnniiBrts  are  Hidy  lovaiy  acna  counlikes 
and  occjuibikins. 

hi  suiTV  fio  c^jadionaizdiKHns  of  The  sdf-dlicacy  and  buinoti.  cotslncls  s  wdl  s  individudJ 
vafiabka  {IhervimbaofyeafsafwakexiiaiHic^  age  ouh.iire.^ecouiliy  d'otigie  andocct^sdkm) 
may  afecl  sef-dcacy-buaioulamocidjais.Th:  pasoil  sbdy  etloids  fie  ending  liie^ure  by 
evaikBling  Ihebyirmil-selPdcacy  rddkm^ipBi  iheconbxlofsodo-^mo^afihicand  opadio- 
naltzdkin-REded  modadoE. 


Afim  fif  tlw'  study 

^ho^h  e¥klaice  idrlhe  Rialkn^^  bdweai  job  bumouland  woikos'  s^-efica^  e  accumu- 
talling,  IkEre  e  m  ovaardhing  synfias  of  ItEse  iddkHsh^,  accounlaig  fa  diffoailprofdaons 
and  diffaailopadiaiaGizdkHE  ctf  fie  Iwo  nHded  coisfocb.  Wheres  bumoulE  one  of  Ihe  kqr 
OAlcoma  Bi  ocojpalkoiai  Sirs  raeoch,  sdf-^licacy  r^inBerts  a  cnjcid  posonal  nsource.  Ihoe- 
foe  IhE  dudy  amed  d  ^bmaliicd^  Rwewirq  aid  mda-arEillyang  fie  sIrh^  it  mocidions 
bdweoi  sdf-dcacy  and  jdb  boaioul  {Ite  ^bal  aides  and  if:  con  pan  oils).  We  inv^ligded 
if  Ihae  araocidnuG  would  he  modaded  by:  IfE  lype  of  mssuiemail  of  job  bomaul  and 

si^dlicacy,  {b]  fie  lype  of  occupsfon.jjcJ  Ihe  nonber  J  yoos  of  wok  espefieina  and  a^,and 
{d)  empkyea''  ct^uR  orcoortry. 


Method 

iLfteutxiNf  ititKh 


We  coiduded  a  ^bbase  seoch  of  indepEnderf  sbdia  exanaiing  s^-eKoKy  and  job  bwnorl. 
Ihd  woe  avafKdbke  b^oe  2Q1j  Ssoch  Gorrpkeb,  Agricde  Susines  Source  Compkde 

ERIC  MedlirE,  Psych .AfUICLES  PsychNFa  Science  £>necV  SodkCO,  aid  W^  d'  Hiowkedge. 
CombiiBfans  of  IIe  keywords  Ihd  woe  used  in  Ihs  search  wae  loirs  n^ded  lo  selPdlicacy 
{'^df-elicacl?'^  and  jdb  bumoid  ij'^moul', 'loin  □■J",  and  'Iboin-oul^  Aufiois  of  odigind  dudes 
were  adied  lo  prowde  sUdslkal  irfomalion  wiioi  fie  adieJa  did  nolprowde  necasaiy  infoimalkn 
{ejg-Peaaai's  coefidert,  Gorfbadi's  lobe  induded  ai  IhE  du^.  hi  addefon,  n'lanvallrevEws  of 
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slide  rdooicB  wen  coiducfed.  We  used  Ite  Codirsie  sySlomdE.  Rview  irvdiiads  {Niggns  £ 
Greoi,  JCnSX 

ItKktikHf  itibttiit,  ixtMtitiMt  ttittHo,  iN*d  dMtt  iOtitaitUt 

Ihe  aidiEkn  oilaia  wo^  {q)  5dtd]fKdC]i'  sid  job  buimoul  wrr  ineffiuredr  fii]  llie  Rldlkndi^ 
bdwRoi  sdtdkLaof  sid  bunaiil  was  msed,  or  aulinrs  pn¥id«d  aiBfsraprBta  stadkics  upcn 
requ^l;  (cj  slicfcs  Fiq>7ded  sUIeAks  1lialc.o«ld  be  coivoted  mb  F^aeon's  c.addail  {ejg.  MsV 
G3liai''5  d];and  (d]  laflidpsils  of  oAginat  Sludis  woe  orptoyea  ^<ssaidi  oindiided 
STKing  sludals  woe  ml  indude^.  We  indeed  sludies  lepsrled  ai  Erqfeiir  aflbo^h  Ibe 
mesuronsil  used  m  sbdis  c,oukl  be  ai  ncn-EinglEh  lang^iags.  Sludis  aiifd^img  quafilolhR 
metiod^  lewiew^  Rseaidi  on  non-worfcas  {e^.5tjd9ilssnp(s),dim0bkn^  and  boohdiaplos 
wereesdjded. 

VWien  Iwo  or  moR  dudes  used  same  samide,  one  dud)f  willi  Ihe  Eaigo'  sampte  sze  ws 
mduded  {SdiiMrza'&  Mdlun%  2X13(1.  Hi oid-ai^  Toovcid  dq^ndeme  ofeffeclsEE,  am  sbdy  was 
exchided  becauseitshaRdlbesamessrples  siOlba' Study. Whoi  intflqDtes India  ikEaigdiriaetf. 
sampta  wcr  r^Hfbd  ai  apapai  eadi  sbdy  was  mduded  a  an  ind^^ondailsludy. 

If  Ihe  indhffduaf  Sl,iiidies  se  dkiw  and  Ihe  ^Iho:  e  oondtided  widfEiulany  a^sder 

dlnn  of  quafily  Thai  Ihe  Rsulfe  of  Tib  rewvew  and  mda-ana^m  mtay  be  biaied  OCIsekh^  li^ij 
Bain,  &  Caiditz,  2X1 1].lhe  law  sasraig  abbimd  ai  q>.Bi!^  lodS  e  JToi  ised  a  The  eicchiaon  ciilakn 
Bi  ^lonalk.  tewiews  {Qasziou  d.  d.,  2C1Q1].  Iha^aR^we  appG^d  The  quaEily  citefia  bmed  on  a 
quafiTy  meaBuce  UTapaed  bf  KiT>d^  Lea  and  Cook  C2Q0f).  Five  quaMy  oiiloia  wve  used  fCmiA 
A  ^  20(14^  {aO  eneasuRiTiail  RKdiSly  (wibfier  aibeml  r^diSly  d*  rneasuFaneifs  wa  r^>7Ted 
or  fie  afpfied  tneaenira  J  bunavl.  and  sd-dcacy  had  giod  Rfiat^y  eSIaJbf^ed  ai  eafio' 
raeschon  pqKhomel^iJrtpeiliesofreiiedEvs  scaia]t{b]|Hlaifda3nibundeE  wveoon^aed 
and  addRsed  ai  The  sbdy;  4dl  s  clesdescnplnn  J  pailidpanTs''  sdectan  pnceduRS  was  proHded 
lldl  bscdonogiBiiiksof  asannplefageand  ^nde^  warerqxirfcdrand  4e]1heall^c.fvaofasTudy 
were  sidViciianlly  daciHbed.  Only  sTudia  irqiraaifng  al  le^  modarate  qiairty  ilLe.  n>Befng  ai  le^ 
60%  of  The  oiT.aia'  KmeT  A  ^  2004)  woe  inJiuded.  /*s  a  raril,  fov  sTudia  vwe  e]idu±d. 

TtguR  1  dEjdays  The  sdecTion  proas.  Ihe  aiilid  search  rakiled  in  214  Sludes.  A  ToTal  of  60 
sbdia  meting  d  aioJiEioi  and  quaiTy  onlaia  wrr  i^ifified.  ki  tIe  neri  slep  wr  exduded 
sbdia  yiekliii^  eiTrarie  decT  SQ.a,wlich  are  Bdy  To  pndi^e  a  radcaii  aiciease  ai  a  Slan^id  dew i 
dlian  ThaT  Rsufb  in  an  aiaccuBb  aTnnaTe  of  a  cumuCSfive  eBecT  aze  {HiiaiTa  £  SchmidV  2004- 
Hanamg  endrsme  d'ec.T  siiB  osi  inoRase  Tib  acoii'ac.y  J  tIe  aTHnaTe.  To  Tackle  ThE  Esue  we 
used  a  pracednre  based  on  r-scoRS.  HiRe  Slu^s  wer  euccLded  because  Th^  wcr  idetlified  a 
otlBos  boed  on  Tte  ciib^  wiTh  r-saita  greSto'  Thai  10  or  las  Thai  —10  (Flet'anToni:  £  Peif 
2009;Schworzer  £IHaAuirv2009  {Gennan  sample  ai  ly) ;  Schwvd  Tie  ^r,.  Ken  amain,  £  Schdfhaletv 
20091(.  wiich  indicaTed  ThaT  tIe  efecT  sizs  RparTed  in  TiEse  Sludia  wcr  ±1 0  Standard  dewiStions 
from  The  afmab  J  fie  avaage  idlecT.  As  a  ratfU.  we  included  57  aigmal  Studies  ai  fuilha  aidyses 
(IseeTdbfe  IX 

Two  Rseaichos  {ESand  AIQ  exTracTed  dac^iTive  data  fa  each  sbdy  indudng  The  sanple  dsa 
socio-demographicchaacTabtica  aid  Tib  Study  daign.Ne]i1,  fi^  retrieved  dab  amStildaig  mad- 
aatom  Tib  Type  of  sdf-eBica^  and  bimouT  nveour^  coaiTria  whoe  sbdia  wae  caidu:Ted, 
Lsng^^s  aied  wIer  The  sTudia  woe  a3ndu:Ted,  accrpSlkm  of  fie  satrpfa  mean  age  d  The 
sampla  ad  The  nunber  di  years  of  woti.  expoioice.  StaTibtical  unlbirmaTicn,  indudir^  Croriiach's 
a  and  nTBStca  of  asooiaTicn,  wa  ^o  eitf'acTed. 


D^\si  aaisduTir^  modaaloE  wae  coded  HndqDoidaitJy  by  Tlnee  roearcheE  Af^  and  (C.  a  K5X 
Owed,  The  concor^nce  d  The  coding  for  modaaTa  variabla  wbs  hi^.  AI  v^a  of  The  k^Jpa 
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f^«l.  Stltcion  ioidti  toe  dit  mtca-jn Jydi. 


codUkjail  wne  flHve  3(i  (p<.  J!11].E>mgr«iTiai1s  irdiAed  lo  s^dkin  dnd  absfrK.lnin  wok 
rsd^d  by  a  amseiEiiE;  mdlisd  far  passbte  ruling  otoe,  fdkiwed  by  a  dEOJSBtHV 

and  aibdrfilkii  by  a  R5sardha;M^^5  &  2Q08X 

lli«s1udiai  drwdfld  based  on  inesumnerts  uied  f'3rj|ciblMiTioiil:(a)MShrdatad  imsive- 
meids  suJi  s  MS-Cjena-d  Smcjf  {ScfidlQ  Tc^ipiinan,  KAnci'  &  Sdhouie^  ^ClCn]^  ^1-Ejdi.ulars 
SuFV^  {Maslacli  ^  1^96^.  and  MS-l"lumafi  Sowue  Surv^  ^aslscli  &  JIacisoti,  1 9S1 )  or  nofh 
MSI-rddled  ineaBJF«T>ert5  stcfi  s  llie  UtrecJilse  9uina>J  Scliad  (SdnaufeE  &  van  DsavidanJi, 
2(KElX.  tie  E^ofemicnat  QibGI]^  cf  Life  Scale  (Slanurv  200^1  Bumcul  Scale  {Sas^  1^2),  and  llie 
Ssgon  l3uina«jlln4cMairi|Ma1.tiia;ai  &  Dyregrav,  1^2)- 

Ongnal  sTudia  wer  divided  based  ^  meauFonerts  fbr  seUdcac]^  {q)  goiCTal  sell  Jlicac]*' 
measuFisnails  (SOeiv  &  Edon,  2iX)  1;  Qe31^,  Oen-ibei^  Jolnsai,  &  FdUn-ianr2ClQ2;  Jer¬ 
usalem  &  Schwarz^  19^  Sch-nrarzn,  1  ^;3iaer  A  ^  1 9^;Zun2,  1^3)  or  cjaiifei[l-^>Bciiic.5i# 
dlicacy  irvesuRirianls  (ejg.  Sdf- Eli cacy  Scale  fv  Qamraari  Managorveit.  and  Di5c^nerEiTvirier£ 
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Hkkirtan,  1  ^  1;  kwoibry  of Gotdik.  NtiEmg  S^Efficx.’f,  Mdckeniie  iL  Para^in^  2Qili;Sdlf'Elf]ficacjf 
Toword  H^img  italic  19^;Teaclia'SdH'-E[fica^  Scale  Staaivtti.  &  3asi^  .SQ7;T5cliaii- 

noi-Mcran,  Woatfdk-H^,  £  199SX  Ifie  goio'al  5i#dflcacy  n-easurs  asscsKd  IeK^s  afcaiJ 

JiSlis  la  (kid  will  vaiofis  cliallaiging  darimds  aensi  a  'tetvAy  of  ftfisiul  sctJdiiaiG.  Hhe 
coiAeA-^Hcific  tneaBUFomail  aemontod  fer  wnrken''  coifidaicje  1iai  die  cdn  einpicy  iIe  sIK 
necBsofy  la  deal!  w^  job-^Kdfic  bdia;  cepe  wrti  jotspscific  chafllen^e  ^  sljess  and 

its  ccxiseqtf  nss. 

Lsly,  mo^rafiaii  faclds  werecieabd  based  on  pegufs  wfiore  fie  dud]*' had  beoi  ojnduLled 
il'AH'fcBi  counfeies  |ejg.  iIe  US^  fie  Ndlerfaixls]  vs.  ollEr  couilnis  |e^.  Qhme  PiiipfHn^ 

TurhqflX.  LanguBgOi  qBokai  when  dudis  woe  copidjcled  ^c^bh  vs.  ofiv  Language;  |14  dlhe 
langiiB^aDr^d  oocuimfafis  cf  fie  sanipie  ijheaflh-cace  pfovidos  vs.leadhos  vs.dhe  anvics). 


Dittif  on^yib 

Ihe  iSInnales  of  tIe  average  dfbcl,.  hdeogaii^yr  and  dfecl  of  tIe  madeafl^  on  fie  letdkEislip 
b^weoi  self-dlk^jr  and  job  iHmo^k  woe  examined  u^g  Gcmpr^eisive  Meb-Analysis  s  Jlwue 
Ivewn  2.2J06ft  Bveisb^  Hedge,  l^ggiis,  £  Hdlhdon,  2QQ5X  Ihe  slafelkal  aiAfx  ioDowed  Ihe 
procedjre  ctscfttied  by  HupMjO'  and  Schmidl  {2iXWiX  The  efunals  woe  cdupuled  u^g  Ihe 
ran  dean- die  cl  cnodd  mdhod  {Tteld  &  Gilef,  2Q1C1(). 

Peaisofi^  cowdaitofi  was  iised  as  iIe  died,  sis  bn^cdor.  I  Ihe  on^d  sludy  ptovi'^d  eiEjjf  sUl- 
Efcal  aiEfyse  dhelhan  F^aisafi^  cerdaiian,  Those  SUIdlics  woeconvabd  mbPeafsofi^  cose- 
tdliofE.  Vi^en  The  diginalsbd]*  pnvided  mulfple  Pearsenn^  aamdalkins  bdweoi  sdf-efficacy  and 
job  bwnod  i|e.g.  ibr  sqBaDlle  subscalsi  a  miBHi  coneLbfon  coddml  'ms  ededabd.  Paliial  cove- 
laiioti  codcJiails  S'  bda  oodlicfails  weie  no!  consdeed.  TIe  daeclfati  of  a  oanddliciti  ■I'volh'ir^ 
The  iMfil  peEOfBl  acr.ompfedhmeii.  sdiscaie  was  reviesed  la  caeale  negairve  ssoodikxis  belweai 
sdPdFIcacjf  and  bumoul.  WIeh  a  sVid)*  used  a  measuieinail  d  ^FEral  sdf-efioa^  and  a 
coftexl-^iecilic  sdf-dlicacy  irveaeui^  ws  included  a  Peasant  conetdlkEi  belwean  am lexle pacific 
sdF-idFicacjf  and  bumoul  ai  The  cdcddkm  of  a  cumuBdive  died  ase.  h  faie  wifi  socid  cogniliwe 
Iheoiy  {Bandura  1997X.  c^lexl- specific  sdPdhcacjf  e  con^eed  a  mofe  pnximaf  pfediclcr  of 
specific  odcams,  sudh  as  bumod.  hi  andjnes  Isling  The  lole  of  bumoul  {wIep  m  specific 
bumod  amponail  'hbs  aividjgaled]  iIe  Idat  scales  of  iIe  p^Kdive  bunod  ineewe  i|afl 
compcneils]  wee  tsed. 

OwaM,  cerdankifE  vine  dbecllysjan  fie  sized  b  fonn  iIe  eSlnndle  of  Ihe  decl  aze  ■m^ouT  fe'ans- 
feming  irta  Feiie's  z.TIe  ameefon  for  albrudioti  due  lalhe  meauponneil  ere  ws  oblained  by 
divkliiig  IIe  coneLalbfi  cadhcjanlffbrsdf-dfiagi^bvnoulassocialkEi)  by  fie  geomidpk.n>5an  of 
Ihe  rdiabCly  codlicimls  4(j<^bach's  a  codfidnils  for  sdf-dcacy  and  bumoul  meaiiFs). 
Cpcxibach's  o  coeiicimfe  ■Mne  rdpiewed  fnin  iIe  otiginBl  sbdioi.lf  Ihe  eiginalsludy  provided  as 
fe  subscalB  eil)^,  a  meei  CTafi>ach''s  □  fe  a  bid  scare  was  edeubbd.  SMtiei  no  □  ws  av^dsfe 
it  ■MBS  obtawEd  from  pqKhomdric  dudis  {Gibsei  £  Dembo,  1^4;  Ijuszc^mdiai,  Gulidrez-Ocfi^ 
&  Sch'MBirze,  2001;  Maslach  &  Jacison,  1031].  h  5un%  we  conreebd  fer  aUoiualkin  dje  la  mesue- 
meii.  epos  for  on  dleclsze  from  each  slixlj*  u irq  IIe  mellbd  deschlEd  by  Hunbrand  ScImkiT 
i|2004  bul  we  did  nolcalculdb  'fie  pcodficioil  which  pequiies  iIe  carreefan  d  aAilacfe  ^ch  as 
rsficlkin  of  rarq^  (m  a  ■Mei^led  mean  r{Hurle  £  SdnnkM,  200^. 

HdeogerEi^  d  IIe  dala  irxduded  in  Ihe  mda-analjeE  was  l^ed  u^g  a  Q-fLdlfflic.  The 
Q-daiidk.  evatudn  how  efecl  HZ'S  sedbr  ^  a  dfenibufan  Codiran.  lOSfX  Belwean-Sludes 
dala  hdoogoiei^  wse,  Aa  evalualed  wifi  F,  which  measups  Ihe  pncoila^  of  vadabSly  m  Ihe 
obseved  declslMnaliB  fialE  df  labd'wean-sludishebiiogaidljfralhelhai  dance.  PuilfEr- 
morcT^  pdleclirq  fie  acltBl  oriaunlof  vafiailkn  {the  belwean-slucles  voianc^  ■ms  rqKitbd. 

h  Ihe  rTnadeDlian  aial]EE  an  almab  of  iIe  avera^  efecl  ■mbs  calcuLdled  for  each  levHI  d  Ihe 
mod«daE,and  mean  dlecl^'S  ■Ane  coniiziied  usng  fie  ^  didlcdk.  Qi  ws  used  s  on 

omniHS  bSl  for  ebbebig  b^'ween-gioups  diff-omca  for  calegoiical  modnatar  vaiLalles 
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ijhMga  &  PtgalV  2004-  A  ^miiicdnl  ^  siok  KidiCidls  Ihal  ‘ti«  afTTUtas  J  llie  dvarage  effecT 
dW«i9iT  frofn  eacli  olliar.Far  canfntjaiiE  m ad o'dor variables  sucb  a:  and  1>e  numbo'  years  of 

WQ(r1ii.ei^ lions,  Fndd-eegRmkii  anciysB  wkr  canductod  tiomg  Ibemeai  Age  and  msaii  twjtirbv 
of  years  wsii.  exi>9iance  ai  SAcb  Slu^  {Bannfldii  d.  ^  200,50-  hi  fiese  amaiysB  ^  woa  used  b 
indtcA  Ibe  agnibcance  J  fie  died  of  fie  c.arliiitiaus  mado'ds  variabls.  A  agiificaiil  vahie 
SL^gsls  IhAl  edonds  of  T^e  effecT  sez  woe  ixedicled  by  Ihoe  VAiables- 

To  Addles  Ibe  He  drAwer  proUeirv  ioIweIizs  of  Ibe  cafctided  slande  of  The  AWAge  dibcl 
Agand  fie  died,  of  uniHjblidied  nil  lesuhh  wss  ssssed  iziiig  Ibe  fdl-sd'e  H  bd  flsonfial; 
1  bi  IblE  Ibe  nwnberof  uniKjbliabed  dudis  IbAl  vwe  necssaiy  loprodjcLe  a  nsisi^ibsil 
r=(il  WQS  cAttilAd. 


Resdts 

TAlie  1  dqjl^  infsindkifi  aboul  fie  5aniplB,proc.e^ina,and  rneasuieinsils  afifilied  n  fie  57 
ofi^at  sbdis.  The  aialysE  included  22J74  (wlkipafnb-  A  sarriBle  ^e  t<x  eecb  sbdy  varied 
fiom  1o  2267  pertkiiuiila;  wilb  an  AWAge  of  ,59934  (SD  =45574  ^d  a  imedian  of  267.  DdA 
were  cofteded  ai  various  prdaskml  groups  indudir^  b Acbos  C50,S3%r  A  =  290r  beallb-care  prowi- 
das  i| 29 ,5241;  A=  171L.  and  o-lba  sovios  woiiieis  sucb  z  cd  csibrwcillieB  and  inibnrialkifi  lecbnd- 
ogy^MOAlds  {1^-30%^  A=  11). Ibe  mean  a^  was59.10  yeae  i{SD=633;ran^  =25L5Q-56J!lQ0.1be 
mean  numbo' d  years  of  wsfi.  eipaierE.e  was  12.16  yeae  (3I>  =  5LS9t  rangp=  U3-2i14}.  Ibe 
sbdio;  onnlied  fronn  17%  lo  100%  of  wcmen  ■!Af=  65.12%.  5D  =25.71%];  ofiy  one  ori^af  sbdy 
was  hnmogsieoiiE  ai  bnrs  d  gonda-. 


AdWitfliCfb  fHCtVMIt  iab  bUitHMrt  <Hld  ittt-ttlkiKjf 

Ibe  tnelA-oidysE  ccnducbd  for57  oiigbnaf  sludes  yidded  Ibe  ^limab  d  fie  avera^  ^ed  d  —  J5 
<95%  Ct  -  J65,-_2a5  =jQ2i  Table  21  for  ssociafons  bdweon  seV-dbcAcy  and  bunoul.  The  sir- 
male  of  Ibe  awage  effect  bdweoi  setf-dhcAcy  and  emofonal  exhaudicifi  {--51;  95%  Q  —-54^ 
—.263,  t^  =  j015)  wras  anlar  to  Ibe  slmab  d  fie  avsage  died  for  fie  rddlkmdiip  belweon 
sdf-dlicAcy  and  ^porsonalBaiion  {-.55;  95%  Ct  —.574^  -.275  t^  =  jQ261  The  lagsl,  Slimale  of 
Ibe  aves^  died  {— J?;  ®%  Ct— 354  —.414;  1^  =  90701  ws  found  ibr  tic  rdbliotElqr  belweon 
sdf-dlicAcy  and  reduzd  pesmai  adomp&dhmsil.  il^oi  applyir^  Ibe  mod  oflon  used  mesute 
of  modsaHkn,  suJi  s  Itb  oveilap  of  cidifi^nos  ailov^  {Hunbr  Scbmkll,  2004.  Ibe  slirndes 
found  ibrpeccinai  Accompfedhmail  can  be  inlorprded  s  signib^rtly  targa-  fian  Ifiose  dbssved 
fa'  two  ofie  ream  pan  on  Is  d  bumoul. 

rb«  oi  fnttnunrrubtt  m  xhe 

To  examine  lie  effedof  bunod  mestre moil  type  ^  11e  edamde  dibe  avorage  dlecl  dudies 
were  divided  irt.o  two  ^odis:  {^  Mffl-rebbd  mpesunnail  {377%]l  or  {b]l  msasuierrionl  Olbo' 
Iban  iM9-rdailed  {123%  Table  21  The  modo'anion  aiaiysE  sibwed  a  srSd  siz  d  lib  SLimabs 
of  Ibe  avarage  died  ai  Sliudies  licing  Ibe  MflI-rdded  meswomail  aid  ai  sbdis  ushg  dba 
mesurariai%  iQiCI  J  =  iTQ.  p  =  .10. 

The  oti^al  dudis  woe  divided  alo  twocdegoiies  on  Ibe  bsE  d  fie  type  of  irrsasurameiA 
used  lo  ams  effica^  b>didE  {aO  gsiaai  sdf-effica^  {51j6%]I  or  4i»]l  seff-dlicacy  qnocihe  Ibr  Ibe 
wnrli-RLded  corAexls  {63j4%  Tdsle  21  Conbxl-s|Ecibc  sdf-dbocy  rJ-iiLd  lo  bdids  about  tbe 
abiifly  to  ;bd  wifi  job-ipedbe  tsh^  ope  witb  jobspecibc.  chaleri^^  or  ded  wifi  |dr-Fdded 
sbssand  ilsconsequaics. Radis  dltb  ma^rafon  analyK  showed  IbaitlbR  was  m  si^ffiotf. 
diffooice  BI  tbe  afmabs  of  tbe  Aves^  dec!  ededabd  ibr  Asociaftkiis  belwnon  burnout  and 
dtba  {a]  goiad  self  Acacy  or  {b]l  cjailexl-specibc  setf-dcacyr  1)  =  253  P  =-1 1  - 
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t4  1^1  kl^QJETM.. 

Jypi  ai  tftt 

To  obSTwe  wtidho^  Uie  lyis  of  ocajpaliai  dfeclod  tie  slimale  Of  llie  awAge  dfecl  for  llie 
rdoltatEh^belweai  self-dlicAcy  and  bumoul,  sIveJhi  wb^  dnided  ailolliree  groupc  {aO  lieallh- 
CAM  po^BS  (293%!.  ijlj  Toaclias  CSCLWfcl  or  alter  sa^e^  wnrlws  { 19  Tdsle  2X  Hie  mod- 
aAlkm  analyte:  sliowed  iJhAl  tie  size  of  iJhe  e^timads  d'  The  aveia^  dtecl  dq>9ided  on  Ite  Type  of 
occ^^Ulkirv  =1 1-^r  p<^1-  FoOow-«|p  Isis  nudicAled  iJhAl  Ite  slinks  found  for  taaictiors 
vwre  l^igs  Iten  tiose  for  hsailli-cd^  proi^a^  ^1)=11j|i1  p  =  .0Q1,  and  WBre  m  dHlosil 
fiom  e^liiriAls  J  llie  Avara^  ■dlecl  fv  olter  occumtori^  1)  =  27(X  p  =  .10.  Hioe  whq  no  signifi- 
osil  dfieRnLe  ailheteeoflliesljirifitasoflte  AWAge  died  found  for  heallli-aiRprovkla^  csxrr 
pared  to  dllis  sovtcs'  ocajpAlkiSr  ^  1]  =  QJ39,  p  =  .'^. 

Mean' a/id  tht  yiurs eji^teiiteHre  d^  diddifrdidrj 

Hhe  effsb  d  Age  and  The  njEnbs  of  yeas  of  work  eipsHnce  were  eumaned  isHng  a  moeb- 
regrasHfi.  Fifleai  sludes  tiAl  did  nol  rqurl  Ite  mpBan  Age  of  The  sorple  wve  exdijded,  lesuhii^ 
■1  42  odgmat  SlijdBes  induded  h  Ite  ArefysE.  Fteiutb  of  iJhe  no^A-Rgieteon  showed  iIiaI  a^  ws 
sigyiifioart^  rda/led  to  Ite  eflimade  of  Ite  AVSAge  decl  forllie  sdf-dcAcy^-buHioulrdlaliafEhip, 
fl  =  —.009,  3E  =  jQQi  r  =—576^  Qi<1  ]  =  1122,  p  ■^.  .00 1.  Tte  sdf-dfis^b«Tiou1  AssocidlkifE  wae 
Stoner  arming  oUaworhBs:  Ilian  armng  your^s  wortss. 

Neil,  we  eiaiTiiined  wh^liB  tie  nuirln' d  yeas  of  wofft.  eipsponce  Al  llie  ounert.  o>x.upAlKn 
influBiced  tie  Stimabs  of  llie  AVBAge  effecl  fcr  llie  sdfelicAcy-liuiioiJ.  Rialiondhiio.  Twon^ 
IliRe  dudia  did  ndl  rqooil.  llie  mean  yeas  d  wori.  eipBi«icj^  tieRfor^  tise  Aludis  WBe 
eiduded,  rsuhvig  ai  14  Aludies  induted  ai  Ite  aidyte.  tesulls  of  tie  niidA-regRskii  analysiE 
stewed  tiAl  work  expBien:e  was  sigrifcanl^  Rlaled  lollie  avBAge  died  tee  siknale  fB  llie 
sdfdlicAcy-iMJiiioiJl  rddlioiidi^,  fl  =  -J014.  SE:  =  j0Q2,  r=-7j;7,  Q^,i1)  =  S4J^  p^JOOI.  Hie 
buHioul-sdf-eficAcy  ssKKialkeis  were  slnngB  Ainaig  laadkipanfe:  wrti  a  ItghB  njimbB  of 
yeaE  ofwBft.  eifoerience  Iten  among  palkipails  wifi  a  lowBnimberd  yeas  d  worfe.  eipBiBice. 

CiWlFrrrt  end  ien^io^  ei  iJm 

To  analyze  llie  modBAling  effed  d  regions  whse  sbdis  wse  condiiEled,  okginaf  tejdis  wae 
dsteied  ailo  Iwo  grouicc  Ca()  WeslBn  cullue  {71.94t]  or  olter  enters  422J9%r  Ttele  2X 
Sludis  lliAl  inluded  samples  from  bdh  WslBin  cuhws  and  olter  eullws  wn'e  ei^duded  frotn 
IliE  andysE.  Sariila  stmals  of  tie  AVBAge  died  wae  found  in  Ihe  WsiBn  edUire  and  OIIib' 
euters,  0^  1)  =  (L43,  p  =  .51 . 

Faialy,  oikginal.  stjdis  wse  divided  ailo  Iwo  lyps  of  prartay  lar^uags  qKiltsi  ai  counliies 
wheR  Sludis  wae  condvEled:  4^  Englfe^  {111^  or  Ob')  non-Englisli  Languags  {612%;  Tdslle  2)- 
ki  lliE  ana^B,  dudes  wse  eiduded  wIibi  llie  locAljcBi  wteR  Itey  'weR  ^onduded  fas  nol  rdail 
ifidile.  A  rmdBaflkn  aialysE  stewed  tial  sarda  stmabs  of  tie  Awage  effsl  wse  fouid  fa 
Eh gleh- speaking  oouilris  and  for  non-EhgBdhepeailuing  cotnlnq  {^iCI )  =  Qj60,  p  =  .44. 

C9lfrcu&sfon 

The  pRSBil  sludy  adek  lo  Ihe  eteliiq  ibrAkjre  by  indcAiJng  Ihe  coetebrEe  of  ligh  levdk  d  sdf 
dfcacy  and  iawlewebofjjobburnoulafmr^  p«ds:aofEbofvario«E  occ.upA1kns.Therrieta-analysE 
of  57  Sludes  suggsled  IhafllhessodAfiai  bdweai  iIibk  Iwo  oorslHids  waa  imterab.  The  find¬ 
ings  mighlaidicAb  fial  selfdlicacy  pl^  a  prOleclrve  factor  rde  agakisl  Ihe  CBnporiBils  of bimoU. 
and/v  Itell'OW  h'^te  of  bunoiJ  nv^  oonlttbule  b  KghB'  sdf-eficacy. 

The  rsdis  showed  IhAl  sdf-dcacy  fonrE  diffBBnl  KsodAlkwE  wilh  Ihe  IhRe  uarpanBils  of 
bumoul  The  difasics  ai  Ihe  rdalnnslipa  conlittKile  lolhe  dbeuteon  on  the  atBnai  Slmiduie 
of  tie  j'te  bumoul  oonteud,  as  Itey  be  indkAIive  d  diffsBil  ptocsss  through  wiich  probo 
live  factors  {such  as  9df-eficacy)  may  fam  ssociatons  wlh  bunoiJ  conponBils.  Thu:, Ihe  findings 
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be  inTjopr^jed  s  suppcrling  llie  sstitnpljcvis  made  by  MiSlach  eld.  {20Ql1  X.  sug^dlBig  lhalfdb 
bumaulcj^sbls  d  fiFee  dbliiiclc.ampciiafi1a. 

EmalHnBi]  eifisiEli^  e  afloi  nndicMed  s  eve  cvrtxifiail  of  job  btimoul  ^Uafiaefi-Pin^ 
lOQSX  ruAbomot^  IfEPC  aie  eofceplAjalj  pFiqiiosBis  lo  focus  ofi  exfioudlkiti  and  dqMsviafizdkii 
eomperimls  and  1o  exclude  paginal  accomp&dh moils  iromibe  oimponenfei  of  bunoulllSchati''^ 
£l9ai(bo,  2QCM[l-TlEsepfop3sabaneigeds  IfEiesullofarseocb  EZBdigmlbdfocused  vi  ■I'rs- 
ligalirq  Ibe  reA  bcloE  fsr  b<jino>il  lIGreoig^s  &  Surt^c  20Q1 ).  bi  cvilr^  Ibe  roubs  d  IIe  piraeil 
sljdy  sug^d  fial  posonda^ofniifebmeiis  sboulid  nolbe  dER^pded  s  a  burmulconicxEieil,  s 
il  m^  fjfm  Ih:  slnng^  fails  wilb  mod rb abb  persofBf  rsource  vamabfBrSucb  s  sef-dFicacy.Thi^ 
Ibe  pcEvial  acevndEh moils  o^fTifnnoilm^  bepailkjuLs^  rdevart.  ai  sludes  focu^g  ofi  aidF 
vtduafprOleclHe  facloE,guded  by  sudi  Ibeordical  apprusebs  s  socid  coniine  1b eoxyi^anduiB^ 

1997X 

Qur  hidir^s  sug^d  Ibd  cvn^ied  loolbo  bunoiii  coiTi»FEds  pasofid  aocvn  pish  moils 
fvm  The  sV'on^d  moudliofis  wilb  self-dbcacy.  Iboe  rouhs  ore  ai  faie  wilb  anofio'  meta-ana^E 
focu^g  on  rfidmdiiEt  prdleclive  fadofs.  IbE  oia^E  showed  Ibdl  aulviomyr  compd.oicc  vid 
Fd^ednss  fbfm  The  drongal  ssoctaiems  wilb  posviai  acoHiipfcfanenbr  compoed  lo  Ibe 
ollErbvnoiJ.  compofEils  (|J  an  aigumoilfor  ^e  amociafati  bdweoi  Kif-dbcacy 

and  posofld  accvnifelxnail^  Sdsii'd  and  Sahho  (2004)  pF^sosed  tiafi  Ihoe  two  variables 
ovotap  coic^ikB^.  Il  hs  lo  iae  noled  fial  ouf  mda-ana^z  suggols  Ibdl  Ibe  Iwo  vadables 
sbsre  a  rno^Sl  amounl  of  variiancje. 

Ibe  ssocialkins  lE'^eoi  bumouland  sdPdficacy  woe  anibp  regardlss  of  Ibe  lype  of  sdP 
dbcacy  measured  {^FErd  vs.  specific,  rdded  lo  tie  bsl  d,  bond).  Fubre  rseach  may  need  b 
fulbo'  evaluale  tie  nle  of  Types  of  sdf-elicacy,  becauie  sdyile  dfleRnces  ai  Ihe  coFEepVjafizdkn 
and  meswonoil  of  sidf-dlicacy  m^  ddorriine  Ibe  droigti  of  ils  modaton  wilb  Drpofbnl 
heaflb-rebbd  oidcoms;  fd  BuriioX  Kio^  Scbol^  Pbigae^  £  Cirda  ^ 

We  fbuid  sp^ibvnl  didvoics  bdwRen  Ibe  occxpdiond  ^^oum  ai  tie  sdf-elicacy-lHMinoxl 
ssocid VIS.  fa  pafltctio,  Ibe  ssocMkns  wnre  drvig v  fv  leadieE  Iban  for  hedlh-cve  ixovidas. 
So  fv,  ^bmdic  reviews  sIlEr  focused  vi  one  occipa tonal  group  {faown,  2Q 12;  Li  d.  al,  2Q1i)  v 
did  nV.  avourl  for  tie  rno^ratng  effecl  d  Ibe  occipdion  {Alarcon  d  aL,  2QCH4.  Ibe  slnngsl 
associdfvs  found  fv  leacbos  fadicab  Ibd  tiE  ocetpdiand  groi^}  may  pavtcularly  laendil  from 
falovoiTivis  ediancing  seffdlicacy  befrds.FuluR  rsearcb  needs  b  cvnlintE  favsltgpling  occu- 
palion- specific  probetve  facloE  tial  ve  Hdy  lo  form  drvig  mocidions  wilb  lowc  leweb  of 
bumo^ 

Ibe  noelaregnsoon  Rsutb  indede  tial  Ibe  drvigal  associaliorE  bdween  bumoul  and  sdf- 
dbcacy  vcuoed  among  dider  fadviduab  or  Those  wilb  mote  work  expoioice.  Previou:  sydoridic 
reviews  diownd  Tlsl  oiebr  age  or  mote  years  d  wnik  expsience  be  rdded  b  lower  levi±  of 
buRnad,  i^rewv  fiSi^roid,  2Q04XCfaFtT>da-analyK  rsutls  fxovide  insi^Ts  ilolbeinlaprddivi 
of  Ibse  ssocBtons.  Qklv  warkars  have  a  bdTv  sbbfaifEd  fafr.  betwean  Ihe  prdledive  bdids 
abod  Tbdr  owi  driBly  b  deal  wilb  slRsfal  everts  and  b'Mr  bumouT.  Ib^  may  be  moR  Hdy 
To  i.se  TbE  ixoTecIrve  rsource  efectvdy,  fa  vdv  To  lawv  Thdr  butnoul  FuTur  roeardi  needs 
lo  idvili^  The  modibdjle  poleclive  facloE  Ihd  he^  lo  explain  bunoul  iewA  fa  youngv  and 
Iss  expviviced  wnrirets. 

Ibe  slirnds  of  Ibe  average  dfeclwse  arrila'  aervs  Ibe  ctiluRS.  Ibb  hiding  hs  an  xrpiicdivi 
fv  pradice  fabhaitons  afaiing  al  buinoiJ  ptevailkirE  and  addrssir^  selFdlicacy  may  have 
sfarflv  difect;  fa  male  and  fonale  wvlias,from  boTb  Wdvn  and  nen-Wsbm  cilluns. 

Ibe  proenlsbdy  hv  ils  fanildivis.lbe  origird]  sbdia  wne  moSl^  ws-seclionsi  fa  daign.  No 
causal  corcfasons  regardng  iIe  sdf-dbacy  and  bvinoul  Rfalivisbip  can  be  matb.  Ahbougb  we 
have  idonlifHd  a  Rlatvdy  Lar^  rumbv  of  ori^d  Sludi^  The  mqpri^  of  Ibvn  used  MSI  v:  The 
noeasuie  of  bvno«t  and  enioHed  leaclEr  samples.  Qlbv  measuns  d'  bunoul  wve  rare^  used, 
Aid  Ibvd've  wr  oould  nOl  oondu.1  a  Ihorougb  cvtitb^vi  aexom  The  canvpbafEzalivis  of 
bumoij.  CempaRd  lo  sbdia  on  leacitEE,a  low  rumbv  of  sludes  wore  condjcled  amorg  Olbv 
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hamogerEGUs  oodjpdilkEial  gtmups  4=-^-  sckuI  Cdre  wmrluani).  Hio^oiCr  cavrpafaats  candiinled 
bi^weaii  acjcup^lkn^l  gpoups  stiouSd  be  cofcklared  aa  prdUnimiy'.  Goidv  maj^  unado'al.e  llie 
i^lecta  of  wodi.  sIrs  ^iofi  £  2Q1f[l  aid  llie  amacialiofE  betwen  sdf-elicK]^  aid  liealli 
ana«ig  woduoa  {Cp^ah  d.  ^14r  tieRibre  ila  ^ec.1a  should  be  coinadaned  m  ftAure  rawtawB. 
Aonom  banoul  cjocriKEiailj^  The  sTnngsl  ascKbaikeis  sHf-efic^y  woe  dbiTained  f(T  The  sub- 

s^le  iJ  bunoiiA  wliicb  e  pceiiln^  warded  $ja.  persoml  aroinfifeiimeil  siinc^X  Fubre  meta- 
ana^  am  ajr  need  lo^idanafcj%  'fcd.ibr'llE  dleclsof  ibmdiiecfanalil.ji'.  F^%,  we  ■I'liafg ailed 
Ihe  role  di  on^  one  pEEOtd  roourcE  vaiable  ^>^-eli(a(^).  Fuljue  diudt=  need  b  e^lJifeii  if 
asocidiais  bdweai  bumEHiT  and  dlha  vaiialies  r^Hoerling  modibalije  posaiaf  lacnjices  maji' 
fam  equatl]^  diong  a  eim  sifanga  asooiafions.  Ideiiifyniq  fie  ^traigsl  pfedidofs  J  low 
levi±  of  bumoul  maj^  have  srpCic^ljafE  for  hedUi  promdlkin  n  organialjans. 

flegadea  J  ils  farilalkm^  our  djud]^  offas  novH!  evkiaa  for  The  idalnteh^  lizlweai  SidF 
dficacy  and  bananl.  Sgnificail  asoodliais  baween  iIesc  Iwg  vaiiabla  weR  obsaved  acras 
couiliia  pncJaaon^.  and  a^  gnups.  DWaaica  m  lhae  rdaliofElips  fiad  lafga  af- 

males  of  avaage  effecis  were  found  amorq  leacUsE,  dda  mdiwiduat  and  lhae  w^  more 
jreac  work  eipalaice.  Furthamor^  we  provided  pRfarwiay  sunxirl  for  fie  noTkn  of  The 
IhRacanponail  SIfulIur  of  The  lwi(no«J,  danondrdlirq  Thai  IIe  ^ouaAnns  bdweai  bunoid 
and  sdf-elioc^  majr  vay,  dependng  on  The  evi^Ualed  bvnouT  GomporEnl. 


Achnewled^Mndfrts. 

The  vleuA  e^AEuad  h  Mijnlde ihcia  d  ihr  Juihcrund  donct  nftntrt  lei  mdaMfrarc  by  a  iheonud 
pciicy  cT  iha  LE  fftefy,  ihe  D^anvhc  cT  a  iheUS  g0\*frvMhe. 
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1  INTRODUCTION 

Program:  SupportNet  for  Frontline  Behavioral  Health  Providers:  Secondary  Trauma  and  Burnout. 

1. 1  Purpose 

Tliis  functional  requirements  document  provides  the  information  necessary  to  guide  the  development  of 
an  internet-based  supportive  intervention  for  mental  health  providers  working  with  military  clients.  It 
will  serve  as  the  basis  for  the  Statement  of  Work  from  BlueSun,  Inc.  Works  from  this  project  will  be  the 
property  of  University  of  Colorado. 

1.2  Scope 

This  document  will  address  the  requirements  for  the  internet  portion  of  the  SupportNet  for  Frontline 
Behavioral  Health  Providers  (the  “System”)  program  only. 

1.3  Background 

This  system  is  part  of  an  overall  supportive  intervention  for  behavioral  health  providers.  The  program  is 
sponsored  by  the  US  Army  Medical  Research  and  Materiel  Command,  Telemedicine  &  Advanced 
Teclmology  Research  Center  (TATRC)  in  connection  with  a  grant  to  the  Trauma  Health  and  Hazards 
Center  at  the  University  of  Colorado  at  Colorado  Springs. 

1.4  Team  Members  and  Roles 

The  team  responsible  for  designing,  developing,  implementing,  and  evaluating  this  System  includes: 

Dr.  Charles  (Chip)  Benight  is  the  chief  executive  for  this  project.  He  is  a  stakeholder  in  the 
design,  implementation,  and  evaluation  of  the  system.  He  has  final  approval  authority  over  issues  of 
finance,  design,  implementation,  outcomes  measures,  program  evaluation,  and  product  design. 

Dr.  Valerie  Anderson  is  the  UCCS  liaison  for  the  project.  She  is  responsible  for  developing  the 
functional  requirements  for  the  system  and  managing  the  development  relationship  between  UCCS  and 
Blue  Sun.  She  is  responsible  for  developing  and  implementing  the  clinical  interventions  that  make  up 
this  project. 

Dr.  Judith  Bock  is  a  UCCS  therapist  for  the  System.  She  is  responsible  for  providing  therapy 
services  and,  as  a  Human  Factors  Engineer,  is  a  stakeholder  in  the  design  of  the  system. 

Dr.  Robert  (Bob)  Durham  is  a  UCCS  faculty  member  and  serves  as  the  external  evaluator  for  the 
System  portion  of  the  grant.  He  is  a  stakeholder  in  the  design  of  the  system  as  it  relates  to  measuring 
efficacy,  engagement,  ease-of-use,  and  replication  potential  for  the  System. 

Carrie  Yaeger  is  a  Blue  Sun  contractor  responsible  for  designing  and  developing  the  system 
according  to  the  requirements  provided  by  UCCS.  She  is  a  stakeholder  in  the  design  and 
implementation  of  the  system  as  well  as  its  reliability  and  stability  after  release. 

Dr.  Roman  Cieslak  is  a  UCCS  Director  of  Research.  He  is  responsible  for  research  design  and 
implementation  including  the  Objective  1  research  project  that  will  inform  the  implementation  details  of 
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this  system.  He  is  also  responsible  for  design  and  implementation  of  a  randomized  controlled  trial  (RCT) 
that  will  be  conducted  using  the  System. 

1.5  Assumptions  and  Constraints 

Tlie  project  includes  some  important  assumptions  and  constraints. 

1.5.1  Assumptions 

It  is  assumed  that  the  requirements  will  be  identified  and  documented  by  February  28,  2012  and  that  all 
stakeholders  have  provided  input  by  that  time.  It  is  assumed  that  BlueSun  will  have  the  requisite 
technical  and  business  resources  necessary  to  negotiate  a  development  contract.  Availability  of  hardware 
and  software  platforms  for  development  and  deployment  of  the  System  by  Blue  Sun  is  assumed. 

1.5.2  Constraints 

The  project  may  be  constrained  by  availability  of  qualified  technical  personnel  and  unexpected  hardware 
or  software  problems. 

1.6  Document  Overview 

This  document  describes  the  methodology  for  the  project  along  with  functional  and  operational 
requirements. 

2  METHODOLOGY 

Drawing  from  recommendations  by  Van  Gemert-Pijnen  et  al.  (2011)  who  ’’emphasized  the  importance 
of  a  participatory  development  process  involving  (end)  users — and  other  stakeholders  such  as  payers, 
decision  makers,  insurers,  and  government  officials — to  increase  the  uptake  of  eHealth  technologies” 
the  functional  requirements  will  be  developed  and  tested  using  the  following  procedure: 

1.  Using  Social  Cognitive  Theory  and  incorporating  concepts  from  the  Accelerated  Recovery 
Program  (ARP),  capabilities  and  modules  will  be  defined  to  form  the  foundation  of  the  System. 

2.  Identify  the  requirements  for  each  of  the  modules  in  a  preliminary  functional  specification  such 
that  a  user-interface  prototype  can  be  developed. 

3.  Review  and  approve  the  prototype  by  the  intervention  and  external  evaluation  teams. 

4.  Conduct  focus  group  sessions  with  prospective  users  from  Fort  Carson  for  feedback. 

5.  Document  and  incorporate  feedback  into  the  final  functional  specification. 

6.  Blue  Sun  converts  the  functional  specification  into  a  Scope  of  Work  with  a  project  plan  and 
milestones 

7.  Phase  1  product  (as  defined  in  the  Blue  Sun  Scope  of  Work)  released  to  internal  teams  for  review 
and  beta  test. 

8.  Phase  I  product  reviewed  with  focus  group(s). 

9.  Phase  I  product  released  to  users  in  a  controlled  release. 
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3  FUNCTIONAL  REQUIREMENTS 
3.1  Context 

The  system  will  be  implemented  as  deseribed  in  the  diagram  below. 


Figure  I  -  Technology  and  Application  Architecture  Diagram 
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3.2  User  Rc(]uircmcnt$ 

Users  of  the  system  will  be  mental  or  behavioral  health  providers  seeking  support  for  job  burnout  and 
secondary  traumatic  stress  from  working  with  traumatized  clients.  Users  have  a  broad  range  of 
professional  education,  professional  stressors,  and  familiarity  with  technology.  At  one  end  of  the 
spectrum  are  users  who  work  with  clients/patients  in  a  case  management  capacity.  They  are  likely  to 
lack  training  and  experience  in  working  with  traumatized  clients/patients  in  a  therapeutic  relationship. 
Their  understanding  of  psychological  theory  and  practice  is  limited  and  may  be  more  susceptible  to 
burnout  due  to  lack  of  comfort  with  the  people  they  work  with  each  day.  On  the  other  end  of  the 
spectrum  are  users  who  are  medical  or  psychological  professionals  with  advanced,  often  doctoral  level, 
degrees.  They  are  trained  in  therapeutic  interventions  for  trauma  and  work  with  traumatized 
clients/patients  as  the  primary  focus  of  their  jobs. 


Users  of  the  system  are  likely  to  also  have  a  broad  range  of  comfort  with  technology.  At  one  end  of  the 
spectrum,  users  may  not  be  familiar  with  the  interactional  standards  of  common  web-based  systems. 
They  may  also  be  unfamiliar  with  more  contemporarj'  technology  such  as  Smart  phones  ajid  tablet 
computing.  On  the  other  end  of  the  spectrum  may  be  the  “power  user”  who  is  comfortable  with  newer 
technologies  and  may  have  expectations  about  how  the  system  will  operate  based  on  ex-perience  with 
other  web-based  and  Smart  phone  applications. 
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The  system  needs  to  be  able  to  meet  the  usability  requirements  of  a  broad  range  of  users.  The  design 
should  be  a  Motivational  Design  (Visser  &  Keller,  1990)  that  incorporates  user  motivation  and  social 
engagement  to  provide  support  in  an  effective  and  engaging  maimer.  User  experience  will  be  measured 
according  to  the  Design  Principles  promulgated  by  R.  Frank  (Frank,  2003)  and  Visser  &  Keller  (1990). 

Motivational  design  principles  focus  on  motivation  as  an  often  missing  element  of  design.  It  is  assumed 
that  most  users  have  little  extrinsic  motivation  to  use  the  System.  Tlierefore,  intrinsic  motivation  factors 
need  to  be  considered  in  the  design  and  implementation.  Motivation  can  be  influenced  by  the  four 
factors  of  the  ARCS  model  (Visser  &  Keller,  1990):  Attention,  Relevance,  Confidence,  and  Satisfaction. 
Attention  refers  to  the  extent  to  which  the  system  will  stimulate  the  user  to  stay  interested  in  the  system 
and  seek  to  explore  topics  and  modules  more  deeply.  Relevance  relates  to  the  extent  to  which  the  system 
meets  the  goals  and  expectations  of  the  user.  Confidence  relates  to  the  user’s  level  of  mastery  and  self- 
efficacy  in  using  the  system  and  finding  information.  Satisfaction  refers  to  the  positive  feedback  and 
increased  self-esteem  that  comes  from  learning  new  material  and  being  able  to  integrate  it  into  a  new 
way  of  being. 

The  following  design  principles  are  described  by  Frank  (2003): 

Usefulness  -  The  system  must  provide  “.  .  .  accurate  content  that  is  relevant .  .  .”  (Frank,  2003,  p. 
1)  for  the  users.  It  should  use  dynamic  and  graphical  content  that  provides  infomiation  that  is 
tailored  to  the  user’s  level  of  symptoms  (as  measured  by  the  assessment)  and  knowledge  (as 
assumed  by  level  of  professional  education).  The  user  should  not  be  demotivated  by  being 
presented  with  information  that  is  not  relevant  to  their  particular  needs. 

Ease-of-Use  -  The  site  should  be  intuitive  and  navigation  must  allow  for  easy  access  to 
information  without  requiring  unnecessary  mental  energy.  Modules  and  content  should  be 
logically  ordered  and  the  placement  of  menus  and  buttons  should  be  intuitive.  Tlie  most 
important  information  should  be  at  the  top  of  the  screen  and  search  capabilities  should  be 
available  on  every  form. 

Efficiency  -  The  system  should  be  organized  in  a  way  that  allows  for  infonnation  to  flow  in  a 
clear,  linear  way.  Unnecessary  scrolling  should  be  avoided  and  short-cuts  that  allow  for 
movement  between  modules  should  be  available. 

Engagement  -  The  system  should  engage  the  user  and  provide  value  that  encourages  the  user  to 
return  and  stay  engaged  in  the  process.  Use  of  graphics,  video,  and  audio  should  be  engaging 
without  being  annoying. 

Trustworthiness  -  Tmst  is  the  foundation  of  any  relationship  particularly  for  online  health  related 
systems  (Vega,  DeHart  &  Montague,  2011).  Trust  is  also  a  necessary  pre-requisite  to  building 
social  capital  (Adler  &  Kwon,  2002).  The  system  should  contain  content  that  comes  from 
authoritative  sources  and  can  be  trusted  by  the  user.  Content  should  be  evaluated  and  monitored 
regularly  in  order  to  assure  that  the  latest  knowledge  is  incorporated  within  it.  Users  must  feel 
that  they  are  operating  within  a  secure  environment  where  privacy  and  confidentiality  are 
protected. 
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3.3  Logical  Data  Model 

The  entih'-relationship  model  shown  below  should  sen  e  as  a  basis  for  developing  a  more  detailed 
database  design  to  support  the  fimctional  and  system-level  requirements  described  herein. 

Figure  2  -  Entity  Relationship  Diagram 

Entity  Relationship  Diagram 


3.4  Functional  Requirements  -  User  and  Social  Support  Capabilities 

The  system  should  be  developed  on  a  platform  that  supports  social  networking,  engagement,  and 
measuring  and  dc\  eloping  self-efficacy.  The  platform  should  provide  the  following  capabilities: 

3.4.1  Registration  and  Authentication 

Users  must  first  register  to  receive  authorization  to  the  application.  Onh  users  with  a  .mil  email 
address  w  ill  gain  access.  The  registration  process  w  ill  gather  basic  identifying  information  such 
as  Name,  Photo,  Email  address,  Cell  Phone,  Location,  Position,  Areas  of  Interest,  and 
Qualifications.  Other  information  required  to  set  up  social  and  professional  support  networks 
will  include  personal  and  professional  needs  and  a\  ailabilitv’  to  provide  coaching  or  supen  ison,’ 
support  through  the  netw  ork. 

Upon  initial  registration,  users  will  be  presented  with  a  disclosure  and  disclaimer  and  will  be 
asked  to  comply  with  the  use  conditions  of  the  site  before  the\-  w  ill  receive  authorization  to  use 
it.  As  a  minimum,  the  user  will  be  asked  to  agree  to  the  U.S.  Department  of  Defense  Social 
Media  User  Agreement  which  states: 

This  is  the  Department  of  Defense  Social  Media  User  Agreement.  It  has  been  revie^ved  and 
approved for  use  for  all  official  Department  of  Defense  and  Service  social  media  sites.  We 
encourage  you  to  copy  and  paste  this  text  and/or  link  to  this  user  agreement  page  from  your 
social  media  sites. 
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The  following  User  Agreement  ("Agreement")  governs  the  use  of  official  Department  of  Defense 
social  media  sites  and  pages  to  include  social  networking  pages,  blogs  and  file  sharing  sites, 
along  with  all  policies  applicable  to  DoD  information.  Please  read  the  rules  contained  in  this 
Agreement  carefully.  Y  ou  can  access  this  A  greement  any  time.  Y  our  use  of  any  aspect  of  the 
websites  will  constitute  your  agreement  to  comply  with  these  rules.  If  you  cannot  agree  with  these 
rules,  please  do  not  use  the  websites.  The  Agreement  may  be  modified  from  time  to  time:  the  date 
of  the  most  recent  revisions  will  appear  on  this  page,  so  check  back  often.  Continued  access  of 
the  website  by  you  will  constitute  your  acceptance  of  any  changes  or  revisions  to  the  Agreement 
Your  failure  to  follow  these  rules,  whether  listed  below  or  in  bulletins  posted  at  various  points  in 
the  website,  may  result  in  suspension  or  termination  of  your  access  to  the  website,  without  notice. 
Comments  By  Others  Are  Not  Endorsed:  The  Department  of  Defense  does  not  necessarily 
endorse,  support,  sanction,  encourage,  verify  or  agree  with  the  comments,  opinions,  or 
statements  posted  on  the  website.  Any  information  or  material  placed  online,  including  advice 
and  opinions,  are  the  views  and  responsibility  of  those  making  the  comments  and  do  not 
necessarily  represent  the  views  of  the  Department  of  Defense,  the  United  States  Government  or 
its  third  party  service  providers.  By  submitting  a  comment  for  posting,  you  agree  that  the 
Department  of Defense,  the  United  States  Government  and  its  third  party  service  providers  are 
not  responsible,  and  shall  have  no  liability  to  you,  with  respect  to  any  information  or  materials 
posted  by  others,  including  defamatory,  offensive  or  illicit  material,  even  material  that  violates 
this  Agreement. 

Editing  and  Deletions:  The  Department  of  Defense  reserves  the  right,  but  undertakes  no  duty,  to 
review,  edit,  move  or  delete  any  material  submitted  as  a  comment  to  the  information  provided  for 
display  or  placed  on  the  social  media  sites  in  its  sole  discretion,  without  notice.  Comments 
submitted  to  these  sites  will  be  reviewed  and  a  representative  sample  may  be  posted  on  the  site  or 
inappropriate  comments  may  be  deleted  at  the  sole  discretion  of  the  Department  of  Defense.  We 
hope  to  receive  submissions  from  all  viewpoints,  but  we  ask  that  all  participants  agree  to  the 
following  Terms  of  Participation: 

•  To  ensure  constructive  questions,  please  post  only  questions  directly  related  and 
relevant  to  the  Department  of  Defense. 

•  Refrain  from  posting  questions  that  contain  threats,  obscenity,  material  that  would 
violate  the  law  f  published  here,  abusive,  defamatory  or  sexually  explicit  material. 

•  Submissions  containing  the  following  will  be  deleted: 

•  Contains  obscene  or  threatening  language  or  discrimination  (hate  speech)  based  on 
race,  sex,  gender,  religion,  national  origin,  age,  or  disability. 

•  Promotes  services  or  products  (not  including  non-commercial  links  that  are  relevant 
to  the  topic) 

•  Includes  any  personal  or  sensitive  information  (phone  numbers,  email  or  postal 
addresses) 

•  Operational  Security  (OPSEC).  All  personnel  (including  families  and  friends  of 
service  members)  have  a  responsibility  to  ensure  that  no  information  that  might  put 
our  military  members  in  jeopardy  or  would  be  of  use  to  our  adversaries  is  posted  to 
websites  that  arereadily  accessible  to  the  public.  Not  surprisingly,  that  information 
includes,  among  other  things,  technical  information,  operation plans,troop  movement 
schedules,  current  and future  locations  of  military  units  and  ships,  descriptions  of 
overseas  bases,  details  of  weaponssystem,  or  discussions  of  areas  frequented  by 
service  members  overseas.  Other  information  that's  not  as  obvious  but  should  also 
not  be  discussed  in  an  open  forum  includes  daily  military  activities  and  operations, 
equipment  status,  unit  morale,  and  results  of  operations.  Any  of  these  topics,  tf 
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released  in  an  open  medium,  have  the  ability  to  provide  our  adversaries 
opportunities  to  harm  our  military  members. 

External  Links  (including  Advertising  Links):  The  appearance  of  external  hyperlinks  does  not 
constitute  endorsement  by  the  Department  of  Defense  of  the  linked  websites,  or  the  information, 
products  or  services  contained  therein.  The  Department  of  Defense  does  not  exercise  any 
editorial  control  over  the  information  you  may  find  at  these  locations.  All  links  are  provided 
consistent  with  the  stated  purpose  of  these  websites. 

Disclaimer:  Reference  herein  to  any  specific  commercial  products,  process,  or  service  by  trade 
name,  trademark,  manufacturer,  or  otherwise,  does  not  necessarily  constitute  or  imply  its 
endorsement,  recommendation,  or  favoring  by  the  United  States  Government.  The  views  and 
opinions  of  authors  expressed  herein  do  not  necessarily  state  or  reflect  those  of  the  United  States 
Government,  and  shall  not  be  used  for  advertising  or  product  endorsement  purposes.  With 
respect  to  documents  available  from  this  server,  neither  the  United  States  Government  nor  any  of 
its  service  members  or  employees,  makes  any  warranty,  express  or  implied,  including  the 
warranties  of  merchantability  and  fitness  for  a  particular  purpose,  or  assumes  any  legal  liability 
or  responsibility  for  the  accuracy,  completeness,  or  usefulness  of  any  information,  apparatus, 
product,  or  process  disclosed,  or  represents  that  its  use  would  not  infringe  privately  owned 
rights. 

Last  updated  19  January  2011 


All  user  information  will  be  saved  to  a  database  and  an  email  verification  will  be  sent  to  the  user. 
Once  the  user  is  authorized  and  authenticated,  he/she  will  be  given  access  to  the  system.  Access 
control  will  consist  of  a  username  (email  address  is  preferred)  and  password  specified  by  the 
user. 

Users  will  be  required  to  enter  their  credentials  before  they  will  be  allowed  to  subsequently  use 
the  system.  Users  must  be  able  to  change  their  passwords  and  profile  information  without 
requiring  human  intervention  at  any  time.  Users  should  be  classified  in  terms  of  their  authority  to 
make  changes  to  the  system.  Only  an  “administration”  user  should  be  able  to  delete  a  user  and  all 
of  his/her  information. 

To  support  a  planned  randomized  controlled  trial,  the  system  must  be  designed  so  that  an 
Informed  Consent  can  be  obtained  before  a  user  can  register  to  use  the  system. 

3.4.2  The  Social  Networking  Platform 

The  social  networking  platform  will  provide  the  user  with  the  ability  to  identify  his/her  social 
and  professional  networks.  The  importance  of  developing  a  social  networking  system  is  based  on 
Chen’s  (2007)  view  that  professional  support  networks  are  “  .  .  centered  upon  communication 
and  interaction  of  participants  to  generate  member-drive  knowledge  of  a  specific  domain,  and 
resulting  in  a  relationship  being  built.”  This  platform  will  allow  for  the  development  of  social 
capital  for  the  organization  (see  Adler  &  Kwon,  2002). 

The  platform  should  allow  the  user  to  locate  and  invite  another  user  to  be  part  of  their  “social”  or 
“professional”  network.  The  platform  should  use  the  concept  of  “friends”  from  other  social 
networking  sites  (such  as  Facebook)  but  the  relationship  should  be  referred  to  as  “coach”  rather 
than  “friend”.  The  user  should  be  able  to  locate/find  “coaches”  and  suggest  new  “coaches”  based 
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on  the  user’s  profile  and  areas  of  interest  and  need.  Users  should  be  able  to  set  up  and  manage 
public  or  private  groups  and  users  should  be  able  to  join  or  invite  other  users  to  join  those 
groups.  Users  who  are  members  of  groups  can  post  messages  or  information  on  to  the  group’s 
discussion  thread. 


3.4.3  The  “Home  Page” 

Once  logged  in,  users  will  be  taken  to  their  home  page.  The  home  page  will  guide  the  user 
through  the  System.  The  user  will  be  welcomed  and  offered  various  choices/suggestions.  The 
content  of  the  Home  Page  will  include: 

1)  Welcome  message  with  a  suggested  activity 

2)  Current  status  of  completion  of  modules 

3)  Recent  messages  from  social  and  professional  support  networks  and  groups 

4)  Most  recent  assessment  results  with  a  link  to  a  graph  of  assessment  history 

5)  Link  to  ASSESSMENT  module  that  includes  one  or  more  assessment  instruments  and 
provides  a  “score”  (see  below). 

6)  Link  to  LOCATE  SUPPORT  that  allows  the  user  to  find  support  for  a  particular  topic  or 
problem 

7)  Link  to  GOALS  module  with  an  invitation  to  set  goals,  review  goals  and  graphical 
indicator  of  progress  of  current  goals  (see  below). 

8)  Link  to  PSYCHOEDUCATION  module  that  will  contain  content  regarding  resiliency, 
mindfulness,  burnout,  secondary  traumatic  stress,  and  compassion  fatigue  (see  below). 

9)  Link  to  RELAXATION  module  that  will  contain  content  that  will  help  reduce  anxiety 
and  improve  self-regulation  (see  below). 

10)  Link  to  JOURNALING  module  (see  below). 

1 1)  Coach’s  recent  activities  -  and  suggestions  for  new  coaches 

1 2)  Recent  posts  on  managed  groups  they  have  j  oined 

13)  Recent  publications  in  area  of  interest  (based  on  user  profile) 

14)  Recent  news  on  areas  of  interest  (relevant  RSS  feeds) 

1 5)  History  of  activities 


3.5  Functional  Requirements  for  Supervisor’s  Dashboard 

(To  Be  Supplied  Later) 

3.6  Functional  Requirements:  Self-Efiicacy  and  Self-Regulation  Modules 
3.6.1  Assessment 

The  assessment  module  should  provide  the  capability  to  administer  and  score  one  or  more  objective 
assessments.  Initially,  the  module  should  provide  for  support  of  3  instruments  to  measure:  burnout, 
coping  self-efficacy  and  secondary  traumatic  stress.  Tlie  user  may  take  the  assessment  at  any  time  and 
more  than  one  time.  A  history  of  the  scores  should  be  stored  so  that  the  user  can  see  a  graphical  history 
of  how  they  are  and  have  been  doing.  Depending  on  the  score,  the  user  will  be  presented  with 
recommendations  about  what  modules  might  be  appropriate  for  them  to  address  their  specific  needs.  The 
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content  for  the  assessment  instruments  and  the  feedhack/recommendations  will  he  developed  by  the 
UCCS  SupportNet  team. 

3.6.2  Set  Up  or  Change  Goals  and  Plans 

Uie  goals  module  should  allow  the  user  to  set  up,  modify,  or  delete  personal  and  professional  goals  and 
develop  a  “personal  mission  statement”.  These  goals  should  be  identified  as  “personal”  or  “professional” 
goals.  The  system  should  be  pre-loaded  with  a  set  of  common  self-care  goals  that  users  can  then  extract 
and  use.  The  pre-loaded  goals  will  be  identified  by  the  UCCS  SupportNet  team.  Each  goal  should  have  a 
plan  attached  to  it  so  that  users  can  track  their  progress  on  the  goals.  Tlie  system  should  prompt  the  user 
to  update  their  progress  on  their  goals  every  7  days  from  the  date  the  goal  was  entered  and  until  the  goal 
is  complete.  If  progress  is  not  being  made  on  a  goal  for  14  or  more  days,  the  system  should  provide  the 
user  with  information  about  common  obstacles  to  achieving  goals.  Tlie  content  for  this  information 
about  obstacles  will  be  developed  by  the  UCCS  SupportNet  team.  Goals  can  be  shared  with  the  social 
support  network  via  the  Social  Networking  platform  messaging  or  posting  capability. 

3.6.3  Psycho-education 

The  psycho-education  module  is  a  learning  resource  for  information  regarding  trauma,  secondary 
traumatic  stress,  burnout,  compassion  fatigue,  and  developing  resiliency.  The  content  for  this  module 
will  be  in  the  form  of  text,  graphics,  audio  clips,  and  video  clips  which  will  be  served  up  to  the  site  from 
a  central  content  database  depending  on  user  demographics.  The  content  will  be  provided  by  the  UCCS 
SupportNet  team. 

3.6.4  Relaxation 

The  relaxation  module  will  help  user’s  learn  to  improve  self-regulation  if  they  are  not  already  familiar 
with  these  skills.  The  content  for  this  module  will  be  in  the  form  of  text,  graphics,  audio  clips,  and  video 
clips  which  will  be  served  up  to  the  site  from  a  central  content  database  depending  on  user 
demographics.  The  content  will  be  provided  by  the  UCCS  SupportNet  team. 

3.6.5  JoumaUng 

The  journaling  module  should  be  a  free-fomi  text  subsystem  where  users  can  tell  their  “story”.  Tlie 
journal  content  will  be  developed  by  the  user.  It  would  not  be  shared  with  any  other  user. 

3.7  Functional  Requirements:  Social  Networking  Modules 

3.7.1  Set  Up,  Change  and  Locate  Support 

The  social  networking  platform  should  support  the  ability  to  insert,  change,  and  delete  other  users  from  a 
personal  or  professional  network  or  group.  Potential  support  staff,  or  “coaches”,  would  be  recommended 
based  on  the  user’s  current  physical  location.  Users  should  identify  their  willingness  to  be  a  coach  for 
either  personal  or  professional  support  and  should  be  able  to  identify  their  areas  of  expertise. 


336 


3.7.2  Relating  Social  Support  to  Goals 

Tlie  goals  module  should  allow  the  user  to  connect  a  particular  coach  to  a  particular  goal  or  set  of  goals. 
Hie  user  should  be  able  to  send  updates  about  progress  toward  achieving  goals  to  his  or  her  personal  or 
professional  network. 

3.7.3  Set  Up  or  Change  Areas  of  Interest 

Users  need  to  be  able  to  add,  change,  or  delete  areas  of  interest.  The  areas  of  interest  will  be  used  to 
customize  the  kind  of  information  that  will  be  pushed  to  the  user  by  other  users  with  similar  interests  or 
the  system. 

4  OTHER  REQUIREMENTS 

4.1  Program  Assessment  Requirements 

Piogram  Assessment  requires  that  the  system  be  able  to  provide  overall  site  data  and  individual  user  data.  Site 
data  should  include,  as  a  minimum,  number  of  logins  each  day,  number  of  visits  to  each  page  of  the  site,  average 
length  of  time  spent  on  each  page  (visit  duration),  flow  of  users  between  pages,  and  bounce  rates.  In  addition, 
each  user’s  behavior  should  be  tracked  by  recording  the  number  and  frequency  of  logins,  visit  duration,  pages 
viewed,  length  of  time  spent  on  each  page,  revisits,  and  flow  between  pages.  A  time-out  function  should  be 
implemented  so  that  visit  duration  statistics  are  not  skewed  by  users  who  leave  their  computer  for  extended 
periods  of  time  (e.g.,  users  are  automatically  logged  off  after  20  minutes  of  inactivity). 

After  completion  of  each  module  (e.g.,  psychoeducation,  relaxation,  etc.)  and  when  a  user  exits  a  module,  the  user 
should  be  presented  with  feedback  questionnaires  which  should  be  a  survey  including  up  to  30  items.  The  items 
will  be  designated  by  the  SupportNet  Program  Evaluation  team.  A  blank  comments  box  witli  a  prompt  for 
participants  to  provide  comments  or  open  answers  should  be  given.  All  responses  should  be  traceable  back  to  user 
ID  number  so  multiple  feedback  assessments  can  be  compared  for  the  same  participant. 

4.2  Dynamic  Content 

Bandura  (1990)  discusses  the  impact  of  “models”  in  the  process  of  making  change  and  notes  that  the 
impact  of  a  model  is  greater  when  it  matches  the  user’s  reference  group  (demographics  such  as  age, 
gender,  etc.)  suggesting  that  tailoring  the  multi-media  objects  to  the  demographics  of  the  user  would 
increase  engagement  and  skills  enhancement.  Tlierefore,  the  system  needs  to  be  able  to  dynamically  load 
content.  The  user’s  demographic  information  should  be  captured  during  the  registration  process.  This 
information  will  be  used  to  dynamically  select  appropriate  graphical,  video,  or  audio  content  in  the 
psycho-education  and  relaxation  modules. 

4.3  Software  Interfaces 

If  possible,  the  system  should  be  able  to  interface  with  existing  modules  that  form  the  BlueSun  Disaster 
or  Trauma  Recovery  sites.  In  particular,  the  relaxation  and  journaling  modules  could  potentially  be  re¬ 
used  in  this  system  if  it  is  reasonably  and  technically  possible  to  do  so. 

4.4  Communications  Interfaces 

The  system  must  be  platform,  operating  system,  and  communications  independent.  It  must  be  able  to  run 
on  Explorer,  Firefox,  and  Safari  platforms  accessing  the  database  through  an  internet  (WAN,  LAN  or 
3/4G)  connection. 
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4.5  Hardware  Requirements 

Tlie  system  should  run  on  multiple  platforms  as  described  in  the  technology  architecture  above.  The 
target  platforms  are  thin-client  workstation,  personal  computer,  tablet  computer,  laptop  computer,  and 
Smartphone  devices. 

4.6  Operational  Requirements 

The  system  needs  to  be  operational  24  hours  a  day,  7  days  a  week.  It  is  expected  that  late  night  and  early 
morning  periods  may  have  slower  traffic  but  the  application  needs  to  be  available  during  those  times  to 
meet  the  requirements  of  users  who  may  be  deployed  or  in  overseas  locations. 

4.7  Security  and  Privacy 

Tlie  security  and  privacy  of  user  data  in  the  system  needs  to  be  protected.  Because  BlueSun  will  be 
hosting  the  System  application,  the  following  requirements  need  to  be  met. 

A.  Protection  for  the  following  breaches  of  security  needs  to  be  provided: 

1.  Loss  or  corruption  of  data 

2.  Disclosure  of  secrets  or  sensitive  information 

3.  Disclosure  of  privileged/private  information  about  individuals 

4.  Corruption  of  software  or  introduction  of  malware,  such  as  viruses 

B.  The  following  type(s)  of  security  are  required: 

1 .  Physical  security. 

2.  Access  by  user  role  or  types.  Access  should  be  controlled  based  on  user  type.  An  administrative 
user  can  set  up,  change,  or  delete  users  but  non-administrative  users  cannot. 

4.8  Usage  Auditing 

The  site  must  track  how  each  user  is  using  the  system  including  the  number  and  frequency  of  logins, 
visit  duration,  pages  viewed,  length  of  time  spent  on  each  page,  revisits,  and  flow  between  pages. 

4.9  Reliability 

System  failure  will  not  result  in  loss  of  life  or  revenues.  However,  users  will  lose  interest  and  confidence 
in  the  system  if  it  is  unreliable.  Therefore,  the  goal  for  system  reliability  is  a  mean-time-between-failures 
of  30  days  and  mean-time-to-repair  of  20  minutes. 

4.10  Recoverability 

A.  In  the  event  the  application  is  unavailable  to  users  (down)  because  of  a  system  failure  it  should  be 
returned  to  service  within  20  minutes. 

B.  In  the  event  the  database  is  corrupted,  data  needs  to  be  restored  to  a  backup  point  of  no  later  than 
current  time  minus  24  hours. 

C.  If  the  processing  site  (hardware,  data,  and  onsite  backup)  is  destroyed,  the  system  needs  to  be  made 
available  on  an  alternative  site  within  12  hours. 
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4.11  System  Availability 

Tlie  system  needs  to  be  available  24  hours  a  day,  7  days  a  week.  A  maintenance  period  of  2  to  4  hours 
during  the  late  evening  hours  on  Friday,  Saturday,  or  Sunday  is  acceptable. 

4.12  General  Performance 

A.  Response  time  for  users  must  be  within  normal  limits  for  web  applications. 

B.  System  througliput  must  be  able  to  accommodate  100  simultaneous  users. 

4.13  Data  Retention 

The  system  shall  retain  application  information  for  up  to  three  years.  When  a  user  is  deleted,  his  or  her 
application  information  shall  be  archived  for  a  period  of  one  year. 

4.14  Validation  Rules 

The  system  should  validate  that  the  user  is  an  authorized  user  by  checking  the  authorization  code 
provided  at  registration.  Unauthorized  users  should  not  be  able  to  access  any  part  of  the  site  except  a 
specific  registration  page.  All  user  data  records  should  be  date-  and  time-stamped  to  allow  for  system 
audits. 


339 


APPENDIX  A  -  REFERENCES 

Adler,  P.  S.,  &  Kwon,  S.  (2002).  Social  Capital:  Prospects  for  a  New  Concept.  Academy  of 
Management,  27(1),  17-40. 

Bandura,  A.  (1990).  Perceived  Self-Efficacy  in  the  Exercise  of  Control  over  AIDS  Infection.  Evaluation 
and  Program  Planning,  13,9-17 

Chen,  I.  Y1  (2007).  The  factors  influencing  members'  continuance  intentions  in  professional  virtual 
communities  -  a  longitudinal  study.  Journal  of  Information  Science,  33{4),  45 1-467. 

Erank,  R.  (2003,  January).  The  User-centric  Approach  to  Website  Design.  Retrieved  December  7,  201 1, 
from  http://www.swandive.com/portfolio/swandivedigital  usercentric.pdf 

Van  Gemert-Pijnen,  J.  E.,  Nijland,  N.,  Van  Limburg,  M.,  Ossebaard,  H.  C.,  Kelders,  S.  M.,  Eysenback, 
G.,  &  Seydel,  E.  R.  (2011).  A  Holistic  Erameworkto  Improve  the  Uptake  and  Impact  of  eHealth 
Technologies.  Journal  of  Medical  Internet  Research,  13{4),  III. 

Vega,  L.C.,  DeHart,  T.  &  Montague,  E.  (20 II)  Trust  between  patients  and  health  websites:  a  review  of 
the  literature  and  derived  outcomes  from  empirical  studies.  Health  Technology.  1,  71-80 

Visser,  J.  &  Keller,  J.M.  (1990).  The  Clinical  User  of  Motivational  Messages:  an  Inquiry  into  the 
Validity  of  the  ARCS  Model  of  Motivational  Design.  Instructional  Science.  19,  467-500 


340 


Appendix  21 


Process  and  Outcome  Evaluation  for  SupportNet 


Arjun  Bhalla,  B.A. 
Marisa  Teel,  B.S. 


Robert  Durham,  Ph.D. 


341 


Acknowledgements 

This  project  was  made  possible  by  a  research  grant  awarded  to  Charles  C.  Benight  and 
administered  by  the  U.S.  Army  Medical  Research  &  Materiel  Command  (USAMRMC)  and  the 
Telemedicine  &  Advanced  Technology  Research  Center  (TATRC)  at  Fort  Detrick,  MD  under 
Contract  Number  W81XWH-1 1-2-0153. 


342 


Executive  Summary 

The  process  and  outcome  evaluation  of  the  SupportNet  project  demonstrates  that  the 
objectives  of  the  program  are  partially  being  met.  The  SupportNet  intervention  aims  to  alleviate 
burnout  and  secondary-traumatic  stress  (STS)  among  military  mental  health  providers,  who  work 
with  returning  service  members  or  combat  veterans  suffering  from  traumatic  stress  through  use 
of  a  website  with  different  components  (goal-setting,  life-balance  wheel,  social  networking, 
resource-room,  self-assessment,  and  take-5), and  SupportNet  coaching  sessions.  The  intervention 
was  designed  using  Social  Cognitive  Theory  as  a  framework  for  providing  support  for  military 
behavioral  health  providers  by  promoting  secondary  traumatic  growth  and  work  engagement  by 
increasing  their  environmental  support,  coping  self-efficacy,  and  self-care  behaviors. 

SupportNet  staff  and  mental  health  providers  in  the  RCT  participated  in  the  program 
evaluation.  Process  and  outcome  evaluation  data  consisted  of  quantitative  and  qualitative  data 
from  both  the  SupportNet  staff  and  participants,  in  addition  to  website  usage  tracking  data  for 
users.  Data  were  collected  from  December  2012  through  June  2014.  The  following  components 
were  measured  and  assessed  as  part  of  the  process  evaluation: 

•  Fidelity  to  treatment:  SupportNet  project  demonstrated  adequate  fidelity  to  treatment. 

SupportNet  outcomes  were  not  statistically  significantly  different  from  pre-  to  post 
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intervention,  but  the  data  showed  trends  in  the  hypothesized  directionality  for  all  outcomes 
except  for  work-engagement.  Overall,  participants  partially  agreed  SupportNet  improved 
their  ability  to  cope  with  work  stress,  but  were  ambivalent  about  the  intervention’s  role  in 
improving  their  professional  relationships. 

•  Implementation  fidelity:  The  SupportNet  intervention  was  shown  to  be  implemented  as 
planned.  In  the  RCT  phase  of  the  project,  the  SupportNet  staff  was  responsive  and  adaptive 
to  change  throughout  the  implementation  process.  While,  impact  evaluations  were  unable  to 
be  conducted,  video  was  not  used  as  a  channel  for  delivery,  the  intervention  focus  shifted 
from  STS  to  burnout,  and  off-base  providers  were  included.  Social  Cognitive  Theory  was  a 
strong  guiding  force  in  the  development  and  implementation  of  SupportNet,  which  was  seen 
by  many  SupportNet  staff  as  being  a  major  strength  of  the  project.  Additionally,  the  staff 
were  seen  as  being  responsive  to  the  process 

•  Dose  delivered:  Technical  difficulties  and  nonuse  of  video  modality  aside,  all  intended 
SupportNet  intervention  components  were  implemented  according  to  plan. 

•  Dose  received:  Participants  who  engaged  the  most  with  the  intervention  and  received 
coaching  (M  =  69.50,  SD  =  7.29)  showed  higher  satisfaction  with  the  intervention.  Twenty- 
one  participants  (35%)  actually  logged  onto  the  website  for  20  minutes  or  longer.  15  (25%) 
participants  completed  the  post-intervention  outcome  measures,  11  (28%)  participated  in  the 
SupportNet  coaching  protocol.  Participants  cited  the  usefulness  of  the  life-balance  wheel 
and  the  goal-setting  modules,  and  enhanced  self-care  as  being  the  usefulness  of  the  website. 

•  Reach  and  recruitment:  A  convenience  sample  was  recruited  through  cold  calls  made  to 
military  mental  health  providers  nationally  and  through  research  solicitations  posted  on 
professional  Listservs.  The  pre-intervention  response  rate  was  lower  than  expected; 
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however,  60  participants  were  included  in  the  RCT,  as  planned  due  to  burnout  cut-off  scores 
(>  2)  being  adjusted  to  include  the  minimum  number  of  participants  in  the  RCT  and  thus,  it 
was  unclear  whether  those  who  were  included  were  actually  in  risk  of  burnout  and  a  part  of 
the  SupportNet  intervention’s  target  population. 

•  Context:  The  project  was  challenged  by  the  task  of  recruiting  providers  who  were  at  risk  of 
burnout  to  participate  in  an  intervention  that  required  a  time  commitment.  It  is  possible  that 
participants  did  not  engage  with  the  SupportNet  intervention  as  a  function  of  their  level  of 
burnout.  Lack  of  military  support  was  cited  by  staff  as  being  a  barrier  to  the  project  that 
likely  affected  recruitment.  Finally,  the  time  of  recruitment  for  the  RCT  coincided  with  the 
2-week  government  shutdown  in  October  2013,  which  resulted  in  government  employees 
being  furloughed.  Since  the  project  itself  was  funded  by  the  Department  of  Defense,  the 
project  was  likely  affected  through  contract  delays  and  limited  ability  to  recruit  providers 
working  for  the  military. 

As  noted  above,  outcomes  did  not  show  statistically  significant  differences  from  pre-  and 
post-intervention;  however  all  outcomes,  except  for  work  engagement,  trended  in  their  expected 
directions  with  Cohen’s  d  effect  sizes  ranging  from  medium  to  large.  Outcomes  were  likely 
affected  by  the  small  sample  size  at  post-intervention,  in  addition  to  the  low  inclusionary  cut-off 
for  the  burnout  measure.  While  outcomes  of  the  SupportNet  project  did  not  garner  the  effects 
expected  these  initial  results  highlight  the  potential  efficacy  of  the  intervention  in  the  future. 
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Process  and  Outcome  Evaluation  for  SupportNet 

The  SupportNet  intervention  aimed  to  assist  mental  healthcare  providers  in  reducing  potential 
job  burnout  and  secondary  traumatic  stress  (STS)  through  improved  social  support  and  self- 
efficacy  is  nearing  its  implementation  phase.  As  required  by  the  granting  agency,  an 
independent  external  program  evaluation  was  required.  The  process  evaluation  of  the 
SupportNet  project  was  primarily  for  summative  purposes,  but  it  may  also  serve  formative 
purposes  in  future  replication  of  the  intervention. 

Process  evaluations  are  typically  used  to  determine  the  extent  to  which  the  intervention  is  being 
delivered  and  implemented  according  to  the  stipulations  enumerated  in  the  program 
proposal.  During  the  development  and  implementation  stages  of  the  program,  process  evaluators 
uses  a  systematic  measurement  to  assess  how  well  the  program  is  meeting  its  specified  goals,  the 
extent  to  which  the  program  is  reaching  the  intended  target  group,  and  how  satisfied  participants 
are  with  the  program.  In  addition,  process  evaluation  results  may  be  used  to  make  changes  in  the 
delivery  or  content  of  the  implementation  to  improve  the  intervention(s).  The  following  section 
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briefly  reviews  the  SupportNet  project,  its  ideal  implementation,  and  then  outlines  the  specific 
questions  answered  and  methods  to  that  were  employed  in  that  evaluation.  Change  scores  on  the 
described  measurement  methods  constituted  the  outcome  evaluation  component. 

SupportNet  Project 

The  SupportNet  project  attempts  to  provide  an  integrated  approach  to  helping  prevent  and 
treat  job  burnout  and  STS  among  military  mental  health  care  providers.  From  a  social-cognitive 
theory  perspective  (Bandura,  1997),  the  proposed  website  and  integrated  treatment  would 
enhance  the  perceived  social  environmental  support,  enhance  coping  self-efficacy  to  handle 
work-related  stress,  and  facilitate  the  setting  and  mastering  of  goals  (both  professional  and 
personal). 

Effectiveness  of  the  intervention  was  to  be  demonstrated  by  reducing  participants’  scores 
on  measures  of  job  burnout  and  STS  and  increasing  positive  outcomes,  including  work 
engagement  and  coping  self-efficacy.  Through  the  use  of  randomized  clinical  trials  (RCTs),  the 
project  developers  intended  to  demonstrate  the  effectiveness  of  the  intervention  on  these  key 
outcome  variables  after  utilizing  the  website  for  a  specified  time  period  (eight  weeks). 

The  primary  stakeholder  groups  include  the  SupportNet  researchers  and  staff  as  well  as 
the  participants  in  the  RCTs.  The  secondary  stakeholders  include  the  U.S.  Army  Behavioral 
Health  Department  associated  with  Evans  Army  Community  Hospital,  Fort  Carson,  the 
Department  of  Defense,  military  clients,  spouses  and  colleagues  of  primary  stakeholders. 
Although  an  impact  evaluation  was  not  performed  on  these  stakeholder  groups. 

Complete  and  Acceptable  Program  Delivery 
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The  ideally  implemented  SupportNet  program  was  expected  to  utilize  all  components  of 
the  intervention,  including  the  online  components  (e.g.,  social  networking  platform,  self- 
assessment,  etc.)  and  getting  personalized  coaching  for  two  of  the  three  groups  in  the  RCT  from 
a  designated  SupportNet  behavioral  health  clinician.  The  website  was  to  deliver  the  majority  of 
the  components  via  modules  available  from  the  home  page.  The  modules  included:  Self- 
Assessment,  Goal  Setting,  Life-Balance  Wheel,  Take  5,  and  Library/Resource  Room 
(psychoeducation).  Through  the  Social  networking  platform,  providers  had  the  ability  to  locate 
social  support  from  designated  mentors  and  coaches.  Mentors  refer  to  other  system  users 
(providers)  who  have  identified  themselves  as  having  a  specialized  expertise  in  a  given  area  and 
were  willing  to  provide  mentorship  to  other  system  users.  Mentors  were  identified  as  being 
individuals  who  showed  high  work  engagement  and  low  risk  for  burnout  in  their  pre-intervention 
test  scores.  Coaches  refer  to  a  SupportNet  behavioral  health  clinician  who  provided  coaching 
services  to  system  users.  The  social  networking  platform,  website  modules,  and  coaching  are 
discussed  in  more  detail  below. 

Social  Networking  platform.  A  major  overarching  component  of  the  SupportNet  website  was 
the  social  support  it  provides.  Social  support  from  personal  and  professional  mentors  was 
accomplished  via  the  social  networking  platform.  Individuals  had  the  opportunity  to  seek  out 
mentors  related  to  areas  of  interest  and  professional  problems  they  are  facing.  All  participants 
were  asked  to  indicate  areas  of  expertise,  so  they  may  function  as  mentors  to  other  providers. 

The  social  networking  platform  was  to  provide  an  engaging,  rich,  helpful  experience  for  its  users 
and  increase  providers’  perceived  social  support. 

Goal  Setting  and  Life  Balance.  Goal  setting  is  another  important  component  of  the  intervention 
that  should  function  to  increase  participants’  self-efficacy  through  mastery  experiences.  Based  on 
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the  self-assessment  and  consultation  with  a  designated  coach,  providers  were  to  create  their  own 
professional  and/or  personal  goals,  share  them  with  their  social  network  (if  desired),  track 
progress,  and  specify  rewards  for  goal  completion. 

A  life  balance  wheel  allowed  providers  to  identify  and  assess  values  and  key  areas  of  their  lives 
and  functioned  to  guide  goal  setting  in  various  life  domains.  The  domains  of  the  life  balance 
wheel  included  Home/Physical  Environment,  Health  &  Fitness,  Learning  &  Growth, 
Career/Work,  Money/Finance,  Family/Friend/Partner/Love  Relationships,  Fun,  and  Spirituality. 
For  each  domain,  providers  rated  their  current  level  of  satisfaction  and  their  desired  level  of 
satisfaction.  They  were  also  able  to  set  goals  to  improve  in  areas  in  which  they  desire  more 
satisfaction. 

Self-Assessment.  The  assessment  module  should  allow  providers  to  complete  self-report 
questionnaires  that  provide  a  reliable  and  valid  measure  of  their  behavior  or  functioning  in  the 
following  areas:  social  support,  burnout,  coping  self-efficacy,  secondary  traumatic  stress, 
perceived  stress,  and  work  engagement.  The  providers  received  immediate  feedback  as  to  their 
scores  and  were  able  to  track  their  scores  over  time  if  they  completed  the  measures  repeatedly. 
Feedback  was  provided  based  on  their  scores,  and  directed  providers  to  other  modules  of  the 
website  that  may  be  appropriate  for  their  specific  needs. 

Resource  Room.  Psychoeducation  should  supplement  the  interactive  activities  by  contributing 
to  participants’  knowledge  of  a  variety  of  relevant  topics,  including  STS,  secondary  traumatic 
growth,  job  burnout,  work  engagement,  social  support,  self-efficacy,  self-care,  well-being,  and 
work/life  balance.  The  SupportNet  resource  room  content  provided  a  resource  for  providers  to 
learn  more  information  about  relevant  topics  to  increase  their  awareness  of  issues  such  as 
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burnout  and  STS  as  well  help  facilitate  accomplishing  their  goals.  The  resource  room  also  was  to 
provide  information  about  evidence-based  treatments  to  improve  clinical  skills.  The  content  was 
provided  by  the  SupportNet  team  and  was  ideally  expected  to  be  updated  to  stay  current  with 
research  and  publications. 

Coaching.  Each  provider  was  assigned  a  coach  to  assist  in  the  setting  and  achieving  of  personal 
goals.  Ideally,  each  provider  in  Trial  Groups  A  and  B  was  expected  to  utilize  and  benefit  from 
the  six  sessions  with  their  designated  SupportNet  behavioral  health  clinician.  Potential  modalities 
of  communication  between  providers  and  coaches  included  speaking  on  the  telephone.  If 
needed,  referrals  for  personal  therapy  in  some  instances  were  planned  to  be  offered  to  providers. 
Personal  therapy  was  to  be  provided  by  a  referred  party,  not  a  SupportNet  staff  member; 
however,  this  did  not  occur  during  the  RCT. 

Process  Evaluation  Questions  and  Methods 

Steckler  and  Linnan  (2002)  specified  seven  components  to  be  measured  and  evaluated  in  process 
evaluations  of  public  health  interventions,  including  context,  reach,  recruitment,  dose  delivered, 
dose  received,  fidelity  to  treatment,  and  implementation.  Based  on  the  recommendations  of 
Saunders,  Evans,  and  Joshi  (2005),  the  process  evaluation  plan  included  the  following 
components:  implementation  fidelity,  dose  delivered,  dose  received,  recruitment,  reach,  and 
context.  Each  of  these  components  is  detailed  below. 

Fidelity.  The  implementation  of  the  intervention  reflects  the  extent  to  which  the  intervention  has 
been  applied  and  received  by  the  target  population.  The  fidelity  refers  to  what  constitutes  high 
quality  implementation  (Saunders  et  al.  2005).  Eidelity  means  the  extent  to  which  the 
intervention  was  delivered  as  intended,  and  represents  a  measure  of  quality  and  integrity  of  the 
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intervention  as  planned  by  its  developers  (Sleekier  &  Linnan,  2002).  The  SupportNet 
intervention  utilized  social  cognitive  theory  as  a  framework  for  providing  benefits  to  primary 
caregivers  within  the  military.  As  outlined  in  its  proposal,  SupportNet  should  reduce  burnout 
and  secondary  traumatic  stress  and  promote  secondary  traumatic  growth  and  work  engagement 
by  improving  environmental  support,  coping  self-efficacy,  and  self-care  behaviors  and  skills. 
From  a  social-cognitive  perspective,  the  fidelity  of  the  SupportNet  project  is  defined  as  the 
extent  to  which  the  intervention  improved  mental  health  care  providers’  perceived  efficacy  to 
cope  with  the  demands  of  their  jobs  and  utilize  personal  and  professional  resources  effectively. 
To  measure  this,  participants  were  asked  to  what  extent  the  intervention  succeeds  in  improving 
work  engagement,  coping  self-efficacy,  and  self-care  behaviors.  Additionally,  SupportNet  staff 
was  asked  via  self-report  questionnaire  delivered  via  email  regarding  their  perceptions  of  how 
the  SupportNet  project  was  reaching  its  intended  goals. 

Adherence  measures  the  extent  to  which  participants  followed  the  intervention  as  intended. 
Adherence  is  of  particular  concern  for  web-based  intervention  research,  for  attrition  can 
undermine  the  statistical  power  of  the  results  and  the  generalizability  of  the  study.  Quantitative 
measures  of  adherence  include  number  of  logins,  completed  modules  or  activities,  visits  and 
posts  to  forums,  and  self-reported  completion  of  activities  in  daily  life  away  from  the  program 
(Donkin,  et  ah,  201 1).  In  their  review  of  e-therapies,  Donkin  et  ah,  concluded  that  module 
completion  was  most  consistently  related  to  outcomes  in  psychological  health  interventions,  and 
number  of  logins  was  most  related  to  outcomes  in  physical  health  interventions.  Tracking 
participant  usage  of  the  site  was  a  crucial  component  in  the  development  and  ongoing  process 
evaluation  of  this  web-based  intervention.  Implementation  fidelity  was  measured  by  the 
following  process  evaluation  questions: 
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1.  To  what  extent  was  the  intervention  implemented  as  planned? 

Measured  by:  SupportNet  staff  report  and  process  evaluation;  participant  self-report 
questionnaire 

2.  To  what  extent  was  the  intervention  implemented  consistently  with  the  underlying  theory? 
Measured  by:  SupportNet  staff  report  and  process  evaluation 

Dose  delivered.  The  dose  delivered  refers  to  the  amount  of  intended  units  of  the  intervention 
provided  to  participants.  Measuring  dose  delivered  of  an  intervention  was  accomplished  by 
answering  the  following  question: 

3.  To  what  extent  were  all  of  the  intended  components  of  the  SupportNet  intervention 
implemented? 

Measured  by:  Usage  tracking  data;  participant  self-report  questionnaire 

Each  participant’s  number  of  logins,  total  amount  of  time  spent  on  the  site,  module  completion, 
and  time  spent  engaged  with  each  component  all  function  as  quantitative  indicators  of  meeting 
this  objective.  Various  multimedia  channels  were  utilized  in  delivery  of  the  internet  component 
of  the  intervention  to  enhance  user  engagement.  SupportNet  proposed  several  delivery 
modalities  to  be  used,  including  but  not  limited  to:  audio,  video,  email  correspondence  and 
support,  and  discussion  threads.  Dose  delivered  means  the  amount  of  intended  units  of  the 
intervention  provided  to  participants,  whereas  the  dose  received  refers  to  the  amount  of  units  of 
the  intervention  participants  were  actually  exposed  to. 

Dose  received.  Related  to  participant  engagement  in  the  program,  dose  received  reflects  the 
extent  to  which  participants  used  modules,  resources,  or  techniques  recommended  by  the 
program  (Murta,  Sanderson  &  Oldenburg,  2007).  The  dose  received  represents  the  extent  to 
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which  participants  actively  engaged  in  the  intervention  and  interacted  with  the  delivered 
intervention  components.  Dose  received  can  be  conceptualized  as  containing  elements  of  both 
exposure  and  satisfaction  (Saunders  et  ah,  2005). 

Interactivity  in  an  online  intervention  includes  providing  feedback  and  tailoring  content  to 
individual  users,  active  participation  as  opposed  to  passive  user  behavior,  increases  user  control 
and  involvement  in  decision  making,  and  real-time  responsiveness  (synchronicity).  The  degree 
of  synchronicity  refers  to  the  timing  and  responsiveness  in  communication,  feedback  and  support 
from  professional  clinicians,  other  users,  or  from  the  program  itself  (Proudfoot  et  ah,  201 1). 
Synchronous  communication  is  immediate,  such  as  real-time  chat  via  Skype  or  some  similar 
programs.  Asynchronous  communication  is  delayed,  such  as  email  responses  and  blogs  or 
forums.  In  the  SupportNet  intervention,  the  use  of  email  and  posting  on  the  social  network 
represent  asynchronous  communication.  Feedback  on  self-assessments  was  considered 
synchronous.  Consistent  with  researchers’  recommendation  for  interactivity  (Proudfoot  et  ah, 
2011),  SupportNet  offered  modules  with  interactive  elements,  such  as  self-assessment,  goal 
setting,  life-balance  wheel,  tailored  feedback  and  the  resource  room. 

4.  To  what  extent  were  participants  satisfied  with  the  intervention  received? 

Measured  by:  Participant  self-report  questionnaire  and  qualitative  report 

5.  To  what  extent  did  participants  use  the  various  components  of  the  SupportNet  intervention? 

Measured  by:  Participant  self-report  questionnaire  and  usage  tracking  data 

6.  Did  the  participants  find  the  intervention  components  useful? 

Measured  by:  Participant  self-report  questionnaire  and  qualitative  report 
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Reach  and  Recruitment.  Reach  refers  to  the  proportion  of  the  target  population  that  participates 
in  the  intervention.  The  target  population  should  be  defined  in  terms  of  demographic  factors, 
symptoms  or  problem  area,  psychological  indices  (e.g.,  self-efficacy,  motivation,  and  locus  of 
control),  and  technological  considerations  (e.g.,  computer  ability)  (Proudfoot  et  ah,  2011). 

Reach  can  be  determined  by  registering  the  number  of  invitations  sent  and  the  characteristics  of 
the  participants.  Reach  also  refers  to  the  accessibility  of  the  intervention;  the  way  by  which 
participants  accessed  the  intervention  must  be  clearly  defined  as  well  as  eligibility  and  exclusion 
criteria  (Proudfoot  et  ah,  201 1).  An  additional  consideration  for  internet  interventions  is 
readiness  for  mass  dissemination,  including  information  about  the  capacity  for  the  program  to  be 
released  on  a  larger  scale  and  reach  a  wider  audience  (Proudfoot  et  ah,  201 1).  A  primary 
objective  in  the  outcome  evaluation  is  to  provide  recommendations  for  potential  replication  to 
other  military  posts.  Relatedly,  recruitment  refers  to  procedures  used  to  attract  participants,  and 
it  can  occur  at  the  individual  and  organizational  level. 

7.  Was  the  intervention  delivered  to  the  minimum  number  of  participants? 

Measured  by:  Demographic  information;  usage  tracking  data 

8.  What  procedures  were  followed  to  recruit  participants? 

Measured  by:  SupportNet  staff  report  and  process  evaluation 

Context.  Context  refers  to  aspects  of  the  larger  social,  political,  and  economic  environment  that 
may  have  influenced  implementation  of  the  intervention  (Steckler  &  Linnan,  2002).  Regarding 
the  SupportNet  project,  the  larger  context  of  the  military  culture  in  general  and  Fort  Carson 
specifically,  was  considered.  Data  sources  for  context  included  SupportNet  staff,  participants, 
and  key  informants  from  Fort  Carson  and  Evans  Army  Community  Hospital. 
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Method 


Participants/Stakeholders 

The  primary  stakeholders  included  the  SupportNet  researchers  and  staff  as  well  as  the 
participants  in  the  RCT.  The  secondary  stakeholders  included  Evans  Army  Community 
Hospital,  Fort  Carson,  the  Department  of  Defense,  military  clients,  spouses  and  colleagues  of 
primary  stakeholders. 

Measures 

SupportNet  Staff  Report.  The  project  developers,  researchers,  and  other  staff  members  who 
contributed  to  the  development  and  implementation  of  the  SupportNet  project  were  asked 
questions  that  relate  to  answering  the  process  evaluation  questions  outlined  above.  This  brief 
questionnaire  contained  both  quantitative  and  qualitative  measures  of  each  individual’s  role  in 
the  project,  perceived  barriers  to  ideal  project  implementation,  and  confidence  in  the  project 
reaching  its  goals  (see  Appendix  A).  The  quantitative  portion  consisted  of  seven  items  that  were 
measured  with  a  6-point  Likert-type  scale  (1  =  Strongly  Disagree  to  6  =  Strongly  Agree). 
Additionally,  a  more  in-depth  open-ended  questionnaire  functioned  to  obtain  more  detailed, 
qualitative  data  related  to  the  SupportNet  project  development,  implementation,  and  its  progress 
in  reaching  its  goals.  Staff  members  were  asked  about  perceived  obstacles  to  ideal 
implementation  of  the  project  so  that  potential  barriers  may  be  addressed.  This  self-report  from 
the  staff  was  specifically  useful  in  informing  questions  1,  2,  and  8  specified  above  in  the  process 
evaluation  questions  and  methods  section  (See  Table  1  below). 

Participant  Report/Online  Questionnaire.  A  comprehensive  questionnaire  was  given  to  all 
participants  after  the  intervention.  Part  of  this  comprehensive  questionnaire  was  developed  by 


355 


the  SupportNet  team,  and  it  measures  responses  to  specific  aspects  of  the  intervention.  These 
items  measure  knowledge  and  skills  gained  and  perceived  behavioral  changes.  Additionally,  the 
program  evaluation  team  added  to  this  comprehensive  questionnaire,  the  SupportNet  Satisfaction 
Inventory  (SSI),  which  included  items  that  assessed  overall  program  satisfaction  (see  Appendix 
D).  Participants’  attitudes  toward  the  quality  and  content  of  the  intervention  as  a  whole  were 
assessed  in  this  longer,  more  in-depth  questionnaire.  Questions  were  answered  by  a  7-point  scale 
ranging  from  (1  =  Strongly  Disagree  to  7  =  Strongly  Agree).  Lastly,  the  online  questionnaire  also 
provided  the  opportunity  for  participants  to  offer  additional  feedback  in  their  own  words. 
Participants  were  asked  to  provide  suggestions  and  comments  on  the  program  as  a  whole  as  well 
as  for  specific  components  of  the  intervention. 

Participant  Feedback  on  Website.  Participants  had  the  opportunity  to  choose  to  give  feedback 
when  interacting  with  the  website.  Participants  could  choose  to  give  feedback  specific  to 
different  components  of  the  website  (e.g.,  resource  room,  goal  setting,  etc.),  or  provide  general 
feedback  for  the  website  as  a  whole.  There  was  space  given  for  qualitative  prose  if  the 
participant  wished  to  add  comments  or  suggestions  related  to  the  program.  The  feedback  section 
was  made  accessible  for  participants  to  choose  to  opt-in  to  fill  out,  but  was  not  be  a  required  part 
of  the  intervention. 

Usage  Tracking  Data.  The  prescribed  and  actual  frequency  of  use  of  the  site  and  the  modules 
within  it  should  be  tracked  (Proudfoot  et  ah,  201 1).  Key  indicators  for  the  process  evaluation 
included:  (1)  Number  of  logins,  (2)  Total  amount  of  time  spent  on  website,  (3)  Number  of 
components  (modules)  accessed,  (4)  Time  spent  on  each  component,  (5)  Traffic,  and  (6) 
Attrition.  Regarding  attrition,  demographic  information  was  obtained  from  those  participants 
who  drop  out  so  systematic  attrition  could  be  ruled  out  or  verified. 
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Demographic  Information.  Demographic  information  was  obtained  from  all  participants  to 
assess  the  extent  to  which  the  sample  represented  the  target  population  of  interest  and  to 
determine  the  generalizability  of  the  findings.  Furthermore,  demographic  information  informed 
the  researchers  of  the  readiness  of  the  site  for  replication  to  other  military  posts.  The 
demographic  information  was  obtained  from  all  participants  as  part  of  the  intervention,  in  which 
case  there  was  not  a  need  to  reassess  for  demographic  information  as  part  of  the  process 
evaluation.  Key  demographic  factors  that  were  obtained  include  age,  gender,  education  level, 
current  position  (credentials),  years  of  experience  in  their  field,  and  trauma  training  (yes/no). 
Additional  factors  of  interest  included  personal  experience  with  trauma  and  military  status. 
Procedure  and  Design 

The  first  SupportNet  staff  report  and  process  evaluation  questionnaire  was  emailed  to  the 
individual  SupportNet  staff  members  in  December,  2012.  The  second  SupportNet  staff  report 
and  process  evaluation  questionnaire  was  sent  out  a  second  time  in  September,  2013. 

A  delayed  treatment  paradigm  was  used  to  deliver  the  SupportNet  intervention  to  three 
experimental  groups  of  participants.  In  this  way,  the  initial  control  group  of  participants  became 
the  experimental  group  in  the  second  trial.  For  each  trial  of  the  intervention,  the  participants  in 
the  experimental  group  received  the  online  comprehensive  questionnaire  at  specified  time 
periods.  The  timing  of  data  collection  was  proposed  to  occur  at  three  time  periods  for  each 
experimental  group.  The  first  occurred  prior  to  starting  the  intervention.  The  second  was 
delivered  to  participants  at  the  termination  of  the  intervention,  and  this  was  considered  part  of  the 
outcome  evaluation.  Lastly,  the  participants  were  given  the  questionnaire  at  two-month  follow¬ 
up  after  intervention  completion;  however,  results  of  the  two-month  follow-up  were  not 
incorporated  into  the  current  evaluation. 
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Outcome  evaluation 


Outcome  evaluation  involved  use  of  statistical  methods  to  determine  treatment  effectiveness  on 
the  target  group.  Quantitative  outcome  measures  taken  after  the  intervention  allowed  the  current 
researchers  to  assess  the  extent  to  which  the  stakeholders  change  over  time,  presumably  as  a 
result  of  the  intervention.  In  the  SupportNet  outcome  evaluation,  it  was  important  to  consider 
the  design  of  the  study,  including  a  control  group  for  comparison,  random  assignment,  pre  and 
post-tests,  and  adequate  sample  size.  Attrition  is  a  common  problem  with  online  interventions, 
so  it  was  crucial  to  anticipate  attrition  when  determining  sample  size  and  to  maintain  frequent 
contact  with  participants  to  keep  them  engaged  (Chiu  &  Eysenback,  2010).  Outcome  measures 
assessed  whether  target  goals  have  been  achieved.  Measures  of  STS  and  job  burnout  are 
discussed  in  the  SupportNet  proposal.  Additionally,  positive  outcome  measures  are  included, 
such  as  work  engagement  and  coping  self-efficacy. 

Effectiveness 

In  assessing  effectiveness,  researchers  were  expected  to  report  routine  outcome  measurements, 
participants’  adherence  to  the  intervention,  and  information  about  the  generalizability  of 
intervention’s  effectiveness  in  a  real  world  context  (Proudfoot  et  ah,  2011).  Indices  of  an 
intervention’s  effectiveness  include  improvements  in  users’  symptoms,  behavior,  functioning 
and  quality  of  life  (Proudfoot).  As  outlined  in  the  proposal,  the  participants  were  measured  on 
job  burnout,  STS,  work  engagement,  coping  self-efficacy,  perceived  stress,  and  perceived  social 
support.  In  addition  to  these  quantitative  measures  of  effectiveness,  qualitative  methods  may  be 
necessary  to  enrich  the  information  provided  by  the  quantitative  analyses.  Proudfoot  et  al.  urge 
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researchers  to  recognize  additional  complexities  including  participant  preferences,  selection 
biases,  differential  dropout  rates,  and  the  appropriate  use  of  quantitative  and  qualitative  methods. 

Satisfaction 

Participants’  satisfaction  with  various  components  and  with  the  intervention  as  a  whole 
was  assessed  via  the  online  questionnaire  described  in  the  method  section.  This  questionnaire 
was  delivered  after  completion  of  the  intervention  as  part  of  the  outcome  evaluation.  In  addition 
to  Likert-type  questions  assessing  satisfaction  with  the  program,  there  were  open-ended 
questions  and  space  provided  for  participants  to  provide  additional  feedback.  This  qualitative 
information  was  to  supplement  the  satisfaction  ratings  and  provide  more  detailed  feedback. 

Results  &  Discussion 

The  results  of  the  process  and  outcome  evaluation  for  the  SupportNet  project  were 
conducted  by  use  of  quantitative  and  qualitative  methods.  Frequencies  and  descriptive  statistics 
(mean,  standard  deviation,  and  range)  were  provided  for  the  SupportNet  staff  process  evaluation 
questionnaire,  the  SupportNet  Satisfaction  Inventory  (SSI),  each  outcome  measure,  as  well  as 
metrics  on  SupportNet  website  usage  and  coaching. 

Internal  Process  Evaluation 

Two  internal  process  evaluations  with  the  SupportNet  staff  were  conducted  within  a 
year’s  time.  The  first  evaluation  was  conducted  in  December  2012  and  qualitative  and 
quantitative  responses  were  received  from  four  (57%)  team  members  (see  Appendix  B).  The 
second  evaluation  was  conducted  after  the  start  of  the  SupportNet  RCT  in  September  2013.  The 
subsequent  evaluation  garnered  quantitative  responses  from  10  (90.1%)  team  members.  One 
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team  member  did  not  fill  out  the  open-ended  responses  form;  therefore,  qualitative  responses 
were  collected  from  nine  members  (81.81%)  of  the  SupportNet  staff  (see  Appendix  C). 

Descriptive  statistics  of  items  on  the  internal  process  evaluation  questionnaire  from  Time 
1  and  Time  2  are  depicted  on  Table  1  below.  Agreement  with  responses  increased  from  the  first 
to  second  evaluation  for  all  items  except  for  item  numbers  2,  5,  and  9.  There  was  less  than  a  .2 
decrease  in  agreement  for  items  number  5  and  9.  The  largest  decrease  in  agreement  was  shown 
for  number  2  (Time  1:  M  =  5.2,  SD  =  1.3;  Time  2:  M  =  4.89,  SD  =  1.27),  indicating  that  team 
members  did  not  have  as  high  agreement  regarding  being  provided  the  proper  resources  to  carry 
out  their  respective  jobs.  It  should  be  noted  that  even  the  largest  decrease  in  agreement  was  less 
than  a  .5  mean  difference,  and  that  this  decrease  may  be  reflective  of  the  fact  that  the  response 
rate  for  the  second  evaluation  was  double  the  amount  of  the  first  evaluation. 


Table  1 

Descriptive  Statistics  for  SupportNet  internal  process  evaluation  questionnaire. 


Question  M  SD  Range 


T1 

T2 

T1 

T2 

T1 

T2 

1 .  The  SupportNet  project  will  reach  its 
goals. 

5.4 

5.67 

.55 

.5 

1 

1 

2. 1  have  been  given  the  proper  resources 
to  complete  my  tasks  on  the  project. 

5.2 

4.89 

1.3 

1.27 

3 

3 

3. 1  believe  everyone  knows  his/her  own 
specific  duties  who  work  on  the  project. 

4.8 

5.44 

1.79 

.53 

4 

1 

4.  Everyone  is  accomplishing  their  duties 
who  work  on  the  SupportNet  project. 

5 

5.67 

1.73 

.5 

4 

1 

5. 1  am  accomplishing  my  responsibilities 
pertaining  to  the  SupportNet  project. 

5.8 

5.78 

.45 

.44 

1 

1 

6. 1  have  encountered  few  barriers  in 

3.4 

3.67 

1.34 

1.41 

3 

4 
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reference  to  the  SupportNet  project. 

7. 1  believe  that  my  roles  on  the 
SupportNet  project  are  important. 

5.6 

5.67 

.55 

.71 

1 

2 

8. 1  believe  that  I  am  responsive  to 
suggestions  from  other  team  members. 

5.4 

5.56 

.89 

.73 

2 

2 

9. 1  listen  to  input  from  my  superiors  and 
my  peers. 

5.8 

5.67 

.45 

.5 

1 

1 

10. 1  believe  that  my  input  is  valuable. 

5.25 

5.67 

.83 

.5 

2 

1 

Note.Tl  =  Time  1,  T2  =  Time  2.  All  mean  scores  are  based  on  a  6-point  Likert-type  scale  with 
higher  numbers  indicating  greater  agreement  (1=  Strongly  Disagree  to  6  =  Strongly  Agree). 


A  long-table  approach  (Krueger  &  Casey,  2000)  was  employed  for  analyzing  the 
qualitative  open-ended  process  evaluation  responses,  which  entailed  taking  each  qualitative 
response  for  every  individual  and  then  comparing  respective  items,  side-by-side,  to  analyze 
similarities  and  extract  themes.  Results  from  both  evaluations  illustrated  that  team  members 
appeared  to  be  in  agreement  of  the  over-arching  goals  of  the  SupportNet  project;  however,  in  the 
second  process  evaluation,  team  members  also  cited  goals  that  seemed  consistent  with  their 
respective  roles  on  the  project  (i.e.,  “development  of  an  intervention  for  burnout  and  STS”  for 
member  of  the  SupportNet  intervention  development  group).  Regardless  of  the  varied  responses 
regarding  project  goals,  responses  illustrated  the  presence  of  strong  group  self-efficacy  and  an 
increase  in  team  cohesion,  despite  different  teams  from  different  areas  of  expertise.  SupportNet 
team  members  were  in  full-agreement  of  the  primary  group  to  be  affected  or  impacted  by  the 
outcome  of  the  SupportNet  project.  Team  members  were  unanimous  in  their  belief  that  the 
SupportNet  project  would  reach  its  goals,  with  a  majority  of  respondents  citing  comments  related 
to  the  quality  of  team  as  being  a  reason  for  their  confidence  in  both  Time  1  and  Time  2. 
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Recommended  improvements  to  the  SupportNet  project  in  the  first  evaluation  by  staff 
members  included  comments  regarding  the  need  for  improved  communication  amongst  team 
members,  which  was  not  a  theme  present  during  the  second  evaluation.  Instead,  the  majority  of 
team  members  cited  the  need  for  more  resources  to  better  the  intervention,  such  as  time  in  =  2), 
money  (n  =  3),  and  technology  (n  =  2). 

The  majority  of  challenges  cited  were  consistent  across  both  evaluations,  with  barriers 
related  to  the  lack  of  military  support  and  changes  as  a  result  of  the  project  development  process 
being  prevalent.  Another  barrier  mentioned  during  the  second  evaluation  was  the  lack  of 
resources  provided,  such  as  time  constraints  being  an  obstacle  encountered  while  working  on  the 
project. 

SupportNet  Participant  Characteristics 

Military  mental  health  providers  randomized  into  the  SupportNet  RCT  were  aged  29-80 
(M  =  49.43,  SD  =  12.38).  For  military  status,  18  providers  indicated  being  active  duty  (30%),  one 
affirmed  being  in  the  reserves  or  national  guard  (1.7%),  eight  indicated  being  retired  or  former 
military  (13.3%),  32  stated  having  no  military  service  (53.3%),  and  one  provider  did  not  provide 
their  military  status.  Forty-two  providers  were  female  (70%),  and  18  were  male  (30%).  Highest 
education  attainment  differed  across  providers,  with  16  (26.7%)  providers  having  a  master’s 
degree,  14  (23.3%)  having  post-master’s  educational  work,  and  30  (50%)  having  a  doctorate  or 
professional  degree.  Forty-seven  providers  (78.3%)  indicated  being  in  a  committed  relationship 
(i.e.,  are  married,  or  have  a  domestic  partner),  13  providers  (21.7%)  indicated  being  single.  The 
sample  of  providers  included  13  clinical  psychologists  (21.7%),  17  counselors  or 
psychotherapists  (28.3%),  three  marriage  and  family  therapists  (5%),  four  medical  doctors 
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(6.7%),  four  psychiatrists  (6.7%),  one  physician  assistant  (1.7%)  and  9  social  workers  (15%). 
Nine  providers  (15%)  did  not  report  their  primary  professional  role. 

SupportNet  Process  Evaluation 

In  the  RCT  phase  of  the  project,  the  SupportNet  staff  was  responsive  and  adaptive  to 
change  the  focus  of  the  intervention  as  a  function  of  the  results  of  the  prevalence  study 
measuring  burnout  and  STS,  as  well  as  the  instrument  scores  received  from  the  pre-intervention 
comprehensive  questionnaire.  Additionally,  the  scope  of  participants  was  expanded  to  include 
off-post  providers. 

Descriptive  statistics  for  the  SupportNet  website  usage  tracking  and  effect  sizes  are 
depicted  on  Table  2.  Results  of  an  independent  samples  t-test  found  a  statistically  significant 
difference  between  all  usage  measures  for  participants  who  were  coached  and  un-coached. 
Participants  who  received  coaching  showed  significantly  higher  usage  metrics  overall. 

Table  2 

Usage  Descriptive  Statistic  and  Cohen’s  d  for  Coached  (n=  11)  and  Un-Coached  (n  =  10) 


Participants 

Usage 

M 

SD 

Min 

Max 

Cohen’s  d 

Number  of  Logins** 

10.62 

7.23 

2 

25 

.20 

Coaching 

16.73 

3.82 

11 

25 

No  Coaching 

3.9 

2.02 

2 

9 

Duration  of  Usage** 

5712.75 

9746.76 

187.81 

30487.81 

1.26 

Coaching 

10626.70 

11578.29 

251.70 

30487.81 

No  Coaching 

307.42 

424.9 

22.46 

935.07 

Number  of  Pages  Visited** 

187.81 

147.38 

29 

562 

2.26 

Coaching 

291.64 

132.86 

143 

562 
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No  Coaching  73.6  31.4  29  139 

Note.  **  denotes  statistical  significant  difference  between  groups  at  p  <.01  level. 

A  proportion  of  participants  in  the  RCT  of  SupportNet  completed  the  SupportNet 
Satisfaction  Inventory  (SSI),  which  was  included  with  the  post-intervention  outcome  measures. 
Fourteen  participants  completed  the  SSI.  A  reliability  analysis  conducted  on  the  scale  garnered  a 
Cronbach’s  alpha  of  .93,  indicating  strong  internal  consistency  among  the  items.  Total  SSI  scores 
could  range  from  12  to  84.  The  minimum  total  SSI  score  was  23  and  the  maximum  was  75. 
Individual  and  total  descriptive  statistics  for  items  on  the  SSI  are  illustrated  on  Table  3. 

Table  3 


SupportNet  Satisfaction  Inventory  Descriptive  Statistics  (n=  14) 


Question 

M 

SD 

Min 

Max 

1.  Overall,  I  felt  satisfied  with  the  SupportNet  system. 

5.00 

1.41 

2.00 

7.00 

2.  The  SupportNet  system  met  my  expectations. 

4.71 

1.90 

1.00 

7.00 

3. 1  found  the  SupportNet  system  easy  to  use. 

5.07 

1.82 

1.00 

7.00 

4.  Overall,  I  found  the  site  engaging. 

5.07 

1.27 

2.00 

7.00 

5.  The  SupportNet  system  helped  me  to  build  or  improve  my 
professional  relationships. 

3.57 

1.60 

1.00 

7.00 

6.  The  SupportNet  system  required  too  much  of  my  time.* 

3.79 

1.53 

1.00 

7.00 

7.  Using  the  SupportNet  system  improved  my  confidence  in 
my  ability  to  cope  with  work  stress. 

4.43 

1.28 

2.00 

7.00 

8. 1  felt  the  coach  understood  me. 

5.21 

2.78 

1.00 

7.00 

9. 1  felt  the  coach  and  I  had  a  respectful  relationship. 

5.29 

2.81 

1.00 

7.00 

10.  The  coach  and  I  worked  on  what  I  wanted  to  work  on. 

5.29 

2.81 

1.00 

7.00 

1 1. 1  felt  the  coach  and  I  had  a  good  connection. 

4.86 

2.98 

1.00 

7.00 

12.  Overall,  the  coaching  was  helpful. 

4.79 

2.94 

1.00 

7.00 
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Total  Scale  Score  56.86  21.66  23.00  75.00 

Note.  All  mean  scores  are  based  on  a  7-point  Likert-type  scale  with  higher  numbers  indicating 
greater  agreement  (1=  Strongly  Disagree  to  7  =  Strongly  Agree) 

Individual  item  statistics  indicated  neither  agreement  nor  disagreement  (n  =  4)  to 
somewhat  agreement  (n  =  5)  for  the  majority  of  items.  The  items  with  the  lowest  means  were 
item  number  5  and  6,  which  indicated  participants  generally  somewhat  disagreed  that  the 
SupportNet  website  improved  their  professional  relationships  and  required  too  much  of  their 
time.  The  three  items  with  highest  agreement  were  related  to  coaching,  which  is  particularly 
notable,  because  the  sample  included  four  participants  that  did  not  receive  coaching  and 
subsequently  expressed  disagreement  with  the  coaching  statements. 

Seven  participants,  out  of  the  14  who  filled  out  the  post-intervention  comprehensive 
questionnaire  provided  responses  to  the  open-ended  questions  attached  at  the  end  of  the  SSI  (see 
Appendix  E).  When  inquired  about  the  ways  SupportNet  website  was  useful,  the  usability  of  the 
website,  enhanced  self-care,  resources,  and  coaching  were  prevalent  themes  extracted  from 
responses.  One  participant  remarked  that  the  intervention  was  “easy  to  use,”  and  another 
mentioned  that  while  they  did  not  need  to  use  the  resources  provided  by  the  intervention,  they 
found  the  “therauetioic  (sic)  alliance”  between  them  and  the  coach  as  the  “number  one  thing” 
they  found  useful.  In  regards  to  enhanced  self-care,  one  participant  remarked  that  “the  site  was 
very  useful  in  motivating”  them  to  work  towards  “a  better  life  balance.” 

Four  providers  provided  suggestions  for  how  the  SupportNet  website  could  be  improved. 
Themes  for  responses  included  the  following:  usability,  addressing  technical  issues,  and 
resources/content.  In  regards  to  usability,  one  participant  remarked  that  they  were  unable  to 
“figure  out  how  to  use  it  (the  website),  how  to  network”  and  they  mentioned  being  unsure 
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whether  they  were  to  be  contacted  by  a  SupportNet  coach.  It  should  be  mentioned  that  this 
participant  was  in  the  treatment-control  group,  or  Trial  Group  C,  so  they  did  not  receive  access  to 
coaching.  Another  participant  cited  the  technical  issues  they  encountered  while  using  the  site  and 
specifically  mentioned  how  they  were  unable  to  “successfully  printout  from  various  computers 
the  life  balance  wheef  ’  and  “had  to  reenter  data  several  times  on  the  life  balance  wheel,  as  it 
(data)  was  somehow  lost,  after  saving  it.”  In  regards  to  resources  and  content,  one  participant 
stated  their  lack  of  need  for  the  resources  and  content  provided  by  the  SupportNet  website, 
whereas  another  participant  voiced  their  initial  excitement  with  the  possibility  of  accessing 
articles  and  resources  in  the  resource  room,  but  then  cited  their  disappointment  with  being  unable 
to  access  entire  articles,  as  they  were  hoping  to  “reference  the  tools. .  .being  utilized.” 

Responses  to  what  ways  coaching  was  helpful  were  largely  positive.  Themes  extracted 
from  responses  included  support,  listening/human  interaction,  helpfulness  for  goal  attainment 
and  coaching  as  being  informative.  The  listening  and  human  interaction  component  was  the  most 
cited  among  participants  (n  =  3).  One  provider  stated  there  was  “no  substitute  for  accurate 
empathic  listening”  and  another  participant  mentioned  how  they  “enjoyed  talking”  with  their 
coach.  In  regards  to  coaching  being  informational,  one  participant  cited  “the  coaching  was 
outstanding”  a  described  learning  “a  lot”  from  their  SupportNet  coach.  In  relation  to  the  themes 
of  goal  attainment  and  support,  one  provider  cited  that  their  coach  “was  very  supportive,  helpful, 
and  motivational  in  assisting”  them  “toward  achieving  the  goals”  they  set  for  themselves. 

Another  provider  stated  that  their  coach  “checking  in  each  week  was  helpful”  in  keeping  them 
working  toward  their  goal.  Also  worth  mentioning  is  that  no  participants  provided  any 
suggestions  for  how  coaching  could  be  improved. 
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When  asked  about  what  important  things  were  missing  from  the  SupportNet  website, 
participants  mentioned  an  improved  contact  area,  articles  and  actual  resources  that  could  be 
applied  on  their  own.  When  asked  about  the  part  of  the  website  they  found  most  helpful, 
participants  varied  in  their  responses  (See  Appendix  E).  Only  four  components  were  referenced 
in  responses.  The  greatest  agreement  was  shown  for  the  life-balance  wheel  (n  =  4),  followed  by 
the  goal-setting  component  (n  =  2).  Both  the  resource  room  (n  =  1)  and  self-assessment  (n  =  1) 
were  also  modules  mentioned  as  being  the  most  helpful  part  of  the  website.  Responses  to  what 
about  the  website  was  disliked  by  participants  reiterated  themes  from  the  question  regarding 
improvements,  with  technical  issues  and  usability,  or  intuitiveness  of  the  website  design  being 
prevalent  themes.  One  participant  mentioned  their  dislike  of  “computers  in  general,”  citing  their 
lack  of  interest  in  using  a  computer  to  access  the  intervention  at  home  after  being  on  a  computer 
all  day  for  work.  Another  participant  stated  disliking  the  “social  support  area”  or  networking 
component,  stating  they  were  uninterested  in  the  component  due  to  its  similarity  to  Facebook. 

Supplemental  quantitative  items  assessing  participants’  perceptions  of  SupportNet 
modules  and  website  were  included.  Descriptive  statistics  were  produced  for  each  of  these  items 
(see  Appendix  F). 

SupportNet  Outcome  Evaluation 

Correlational  analyses  were  used  to  illustrate  associations  between  pre-intervention 
SupportNet  outcome  measures.  Results  are  displayed  on  Table  4. 


Table  4 

Pre-Intervention  Outcome  Measure  Correlation  Matrix  (n  =  60) 


1 

2 

3 

4 

5 

6 

1.  OLBI 

- 

_  2,2** 

72** 

_  79** 

-  59** 

-.38** 

2.  WSBSE 

- 

_  44** 

29* 

43** 

.05 
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3.  STSS  -  -.47**  -.70**  -.23* 

4.  STSES  -  .52**  .35** 

5.  UWES  -  .27* 

6.  Readiness  - 

Note:  OLBI  =  Oldenburg  Burnout  Inventory,  WSBSE  =  Work  Stress  Burnout  Management  Self- 
Effieaey,  STSS  =  Secondary  Traumatic  Stress  Scale,  STSES  =  Secondary  Trauma  Self-Efficacy 
Scale,  UWES  =  Utrecht  Work  Engagement  Scale.  **  indicates  p  <  .01.*  indicates  p  <  .05. 

Results  of  the  correlational  analyses  for  the  pre-intervention  outcome  measures  illustrated 

significant  correlations  between  burnout,  STS,  self-efficacy,  and  work  engagement  that  were 

consistent  with  the  theoretical  objectives  of  the  SupportNet  intervention.  Subsequent 

correlational  analyses  were  conducted  with  the  same  measures  post-intervention.  Results  of  this 

analysis  are  shown  on  Table  5.  These  results  indicated  that  the  positive  association  between 

burnout  and  STS,  as  well  as  the  inverse  association  between  burnout  and  work  engagement 

remained  significant  post- intervention,  but  no  significant  associations  were  found  for  burnout 

and  WSBSE,  and  STS  and  STSE,  which  were  results  contrary  to  the  theoretical  objectives  of  the 

SupportNet.  While  results  were  not  significant,  it  is  important  to  note  that  the  sample  size  in  the 

subsequent  correlational  analysis  was  remarkably  smaller  (n  =  14)  than  the  pre-intervention 

analysis  sample  (n  =  60)  and  thus,  statistical  power  for  the  second  correlational  analysis  may 

have  been  inhibited. 

Table  5 


SupportNet  Post-Intervention  Outcome  Measure  Correlation  Matrix  (n=  14) 


1 

2 

3 

4 

5 

6 

1.  OEBI 

- 

-.19 

-.25 

-.61* 

-.10 

2.  WSBSE 

- 

.18 

.86** 

.07 

.26 

3.  STSS 

- 

-.01 

-.30 

-.16 

4.  STSES 

- 

.08 

.18 

5.  UWES 

- 

.12 

6.  Readiness 

- 
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Note:  **  indicates  p  <  .01.  *  indicates  p  <  .05. 

In  order  to  highlight  relationships  between  post-intervention  SupportNet  outcomes,  usage 

tracking  measures,  and  exposure  to  coaching,  another  correlational  analysis  was  conducted.  The 

results  of  the  analysis  are  illustrated  on  Table  6. 

The  correlational  analysis  showed  a  strong  association  between  SSI  scores,  number  of 

SupportNet  pages  accessed,  number  of  logins  to  the  SupportNet  website,  and  coaching.  This 

finding  illustrated  use  of  the  SupportNet  website  and  exposure  to  coaching  was  positively 

associated  with  satisfaction,  meaning  those  who  used  the  intervention  more,  were  likely  to  show 

higher  satisfaction  with  the  intervention.  Additionally,  a  strong  inverse  correlation  was  found 

between  burnout  scores,  logins,  and  coaching. 

Table  6 


SupportNet  Post-Intervention  Outcome  Measure  Correlation  Matrix  (n=  11) 


1  2 

3 

4 

5 

6 

7 

8 

9 

10 

1.  OLBI 

-.04 

.71* 

-.06 

-.65* 

-.55 

-.55 

-.64* 

-.47 

-.68* 

2.  WSBSE 

- 

.43 

.14 

.34 

-.20 

-.04 

-.56 

.21 

3.  STSS 

- 

.25 

-.25 

-.21 

-.43 

-.45 

-.42 

-.35 

4.  STSES 

- 

.21 

.03 

-.29 

-.21 

-.62* 

-.10 

5.  UWES 

- 

.31 

.05 

.25 

.45 

.50 

6.  SSI 

- 

.66* 

.88** 

.21 

.95** 

7.  #  Pages 

- 

.91** 

.52 

.61* 

8.  #  Eogins 

- 

.48 

.86** 

9.  #  Mins 

— 

.43 

lO.Coaching  - 

Note:  SSI  =  SupportNet  Satisfaction  Inventory,  #  Page  =  Number  of  SupportNet  Pages  Visited,  # 
Logins  =  Number  of  Logins  to  the  SupportNet  website,  #  Mins  =  Number  of  minutes  logged  onto 
SupportNet  website.  **  indicates  p  <  .01.  *  indicates  p  <  .05. 

As  part  of  the  outcome  evaluation,  paired  sample  t-tests  were  conducted  on  outcome 

measures  to  determine  whether  there  were  statistically  significant  differences  seen  from  pre-  to 

post-intervention.  Results  of  the  analysis  with  effect  size  are  displayed  on  Table  7  below.  Results 
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illustrated  no  statistically  significant  differences  between  pre-  and  post-intervention  outcomes; 
however,  because  the  small  sample  size,  observations  of  the  means  were  deemed  more 
appropriate  in  determining  whether  there  were  changes  seen  from  before  and  after  use  of  the 
intervention.  There  was  a  general  decrease  observed  from  pre-  to  post-intervention  in  means  for 
burnout  scores  and  STS,  as  well  as  an  increase  in  WSBSE,  STSES  and  eHealth  readiness.  Aside 
from  the  increase  seen  in  eHealth  readiness,  all  of  these  trends  were  consistent  with  the  outcome 
objectives  set  forth  by  the  SupportNet  team.  The  only  measure  that  did  not  display  any  change 
was  work  engagement,  which  showed  a  mean  decrease  of  .13. 

Table  7 


Paired  Sample  t-tests  and  Descriptive  Statistics  for  Intervention  Outcome 
Measures 


Usage 

M 

SD 

n 

t 

df 

P 

Cohen 

OEBI 

13 

1.90 

12.00 

.08 

A1 

Pre- 

41.38 

8.17 

Post- 

35.92 

9.50 

WSBSE 

15 

-1.83 

14.00 

.09 

A1 

Pre- 

46.53 

5.76 

Post- 

48.60 

5.42 

STSS 

14 

1.56 

13.00 

.14 

.37 

Pre- 

36.93 

12.36 

Post- 

33.00 

9.47 

STSES 

15 

-1.54 

14.00 

.15 

-.59 

Pre- 

40.87 

4.17 

Post- 

42.13 

3.91 

UWES 

15 

.14 

14.00 

.89 

.08 

Pre- 

36.40 

3.92 
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Post- 

36.27 

5.05 

Readiness 

15 

-.56  14.00  .59 

.14 

Pre- 

30.47 

6.08 

Post- 

31.33 

8.09 

**  indicates  p  <  .01.*  indicates  p  <  .05. 

Independent  sample  t-tests  were  conducted  comparing  participants  who  received 
SupportNet  coaching  versus  those  who  did  not  receive  coaching.  No  statistically  significant 
differences  were  observed  for  any  outcome  measures,  aside  from  the  SSI,  t  (12)  =  -1 1.55,  p  < 
.001,  which  indicated  that  participants  who  received  coaching  had  significantly  higher 
satisfaction  than  those  who  did  not.  Descriptive  statistics  and  effect  size  for  each  of  the  post¬ 
intervention  outcomes  by  coaching  is  illustrated  on  Table  8. 

Table  8 


Independent  Samples  t-test  and  Descriptive  Statistics  for  Post  Intervention 
Outcomes  by  Coaching 


Usage 

M 

SD 

Min 

Max 

Cohen’s  d  n 

OLBI 

-.72 

Coaching 

33.67 

7.05 

25.00 

48.00 

9 

No  Coaching 

40.60 

11.61 

35.00 

53.00 

5 

WSBSE 

-.21 

Coaching 

48.20 

5.37 

41.00 

55.00 

10 

No  Coaching 

49.40 

6.07 

40.00 

53.00 

5 

STSS 

.15 

Coaching 

33.80 

9.68 

19.00 

48.00 

10 

No  Coaching 

32.40 

9.21 

28.00 

43.00 

5 

STSES 

-.70 

Coaching 

41.20 

3.46 

37.00 

47.00 

10 
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No  Coaching 

44.00 

4.47 

37.00 

46.00 

5 

UWES 

.51 

Coaching 

37.10 

5.36 

32.00 

45.00 

10 

No  Coaching 

34.60 

4.39 

28.00 

38.00 

5 

SSF* 

7.99 

Coaching 

69.50 

7.29 

50.00 

75.00 

10 

No  Coaching 

25.25 

2.87 

23.00 

29.00 

4 

Note.  **  indicates  p  <  .01. 

Despite  the  lack  of  statistically  significant  differences  seen  with  other  outeomes, 
observations  of  the  means  showed  that  those  who  were  coached  showed  less  burnout,  as  well  as 
higher  STSES  and  work  engagement.  No  remarkable  differenees  in  means  were  shown  for  STS 
and  WSBSE;  however,  this  t-test  was  conducted  with  small,  uneven  groups,  thereby  affeeting  the 
statistical  power  of  the  analysis.  The  following  seetion  will  diseuss  the  above  stated  results  in 
relation  to  the  evaluation  questions. 

Summary  and  Conclusions 

The  results  presented  in  the  previous  seetion  illustrated  the  data  used  to  inform  the 
process  and  outcome  evaluation  document.  The  following  section  will  briefly  summarize  the 
results  while  weaving  together  the  various  pieees  of  data  with  the  appropriate  evaluation 
questions  to  assess  the  process  and  outcome  of  the  SupportNet  intervention. 

Dose  delivered.  Technical  difficulties  aside,  all  intended  SupportNet  intervention 
eomponents  were  implemented  aceording  to  plan.  While  delivery  methods  used  ineluded 
telephone  audio,  email,  and  the  soeial  networking  module,  a  video  modality  was  not  used. 

Dose  received.  Results  of  the  proeess  evaluation  indieated  that  individuals  who  engaged 
the  most  with  the  intervention  and  reeeived  coaehing  (M  =  69.50,  SD  =  7.29)  showed  higher 
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satisfaction  with  the  intervention  overall.  Although  satisfaction  was  high  among  those  who 
engaged  the  most  with  the  intervention,  nonuse  attrition  for  the  RCT  was  an  issue,  as  60 
providers  were  randomized  into  one  of  three  trial  groups  and  only  21  (35%)  actually  logged  onto 
the  website  for  20  minutes  or  longer.  Dropout  attrition  was  also  an  issue,  as  only  15  (25%) 
participants  completed  the  post-intervention  comprehensive  questionnaire.  While  SupportNet 
coaching  sessions  seemed  to  enhance  adherence  to  the  intervention,  of  the  participants  in  Trial 
Groups  A  and  B  (n  =  39)  given  access  to  coaching;  only  1 1  actually  participated  in  the 
SupportNet  coaching  protocol. 

In  regards  to  usefulness  of  the  intervention,  participants  cited  usefulness  (and  lack 
thereof)  of  different  modules,  but  varied  in  their  responses.  Participants  seemed  to  enjoy  the  life- 
balance  wheel  and  the  goal-setting  modules.  Overall,  the  theme  of  enhanced  self-care  seemed  to 
be  prevalent  in  regards  to  the  usefulness  of  the  website.  Those  who  received  coaching  cited  their 
satisfaction  with  the  coaching  protocol. 

Implementation.  Aside  from  being  unable  to  conduct  impact  evaluations,  use  video  as  a 
channel  for  delivery,  the  shift  of  focus  of  the  intervention  from  STS  to  burnout,  and  the  inclusion 
of  off-base  providers,  the  SupportNet  intervention  was  implemented  as  planned.  In  regards  to  the 
use  of  theory,  results  from  the  internal  process  evaluation  indicated  that  the  underlying  theory  of 
Social  Cognitive  Theory  was  a  prominent  fixture  in  the  project  objectives  and  the  development 
of  the  intervention.  Some  team  members  specifically  cited  their  belief  that  use  of  empirically- 
based  theory  was  a  major  strength  of  the  SupportNet  project,  while  others  also  stated  the  use  of 
theory  as  a  reason  that  the  project  would  meet  its  goals.  Thus,  the  SupportNet  intervention  was 
shown  to  be  implemented  consistently  with  the  underlying  theory  of  Social  Cognitive  Theory. 
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Fidelity  to  treatment.  From  a  Social  Cognitive  Theory  perspective,  the  extent  to  which 
the  intervention  improved  military  behavioral  health  providers’  perceived  efficacy  to  cope  with 
the  demands  of  their  jobs  and  utilize  personal  professional  resources  effectively  represented  the 
fidelity  to  treatment  for  the  SupportNet  project.  In  the  end,  while  there  was  not  statistically 
significant  different  burnout,  WSBSE,  STS,  and  STSE  scores  from  pre-  to  post-intervention  (see 
Table  7)  there  were  trends  in  the  data  in  the  directionality  hypothesized  for  the  majority  of 
outcomes,  which  was  in  accordance  with  Social  Cognitive  Theory.  It  was  expected  the 
intervention  would  decrease  symptoms  of  burnout  and  STS,  while  increasing,  WSBSE,  and 
STSE.  The  only  measure  that  did  not  show  a  substantial  increase  or  decrease  was  work 
engagement;  however,  descriptive  statistics  for  work  engagement  by  coaching  exposure 
indicated  that  those  who  received  coaching  showed  a  higher  work  engagement  (see  Table  8). 

Results  of  the  SSI  indicated  that  the  majority  of  participants  neither  agreed  nor  disagreed 
with  the  statement  that  the  SupportNet  system  helped  to  improve  their  professional  relationships, 
but  largely  somewhat  agreed  with  the  statement  that  the  SupportNet  system  improved  their 
confidence  in  their  ability  to  cope  with  work  stress  (see  Table  3).  Additionally,  results  of  the 
SupportNet  staff  process  evaluation  questionnaire  indicated  that  the  majority  of  the  staff  agreed 
that  the  project  would  reach  its  goals  (see  Table  1).  Taken  together,  these  results  illustrated  the 
current  project  showed  adequate  fidelity  to  treatment. 

Reach  &  Recruitment.  The  SupportNet  intervention  used  a  convenience  sample 
recruited  through  cold  calls  made  to  military  mental  health  providers  across  the  nation  and 
through  research  solicitations  posted  on  professional  Listservs.  Participants  were  required  to  be 
mental  health  providers  with  at  least  one  military  trauma  client  currently  on  their  caseload.  As 
the  SupportNet  team  planned,  60  participants  were  included  in  the  RCT;  however,  the  response 
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rate  for  the  pre-intervention  comprehensive  questionnaire  that  was  used  to  determine  eligibility 
for  inclusion  into  the  study  was  smaller  than  expected.  As  a  result,  the  cut-off  scores  for  burnout 
were  adjusted  by  the  SupportNet  team  in  order  to  allow  for  the  minimum  number  of  people  to 
participate  in  the  RCT.  The  burnout  cut-off  score  for  inclusion  was  a  scaled  score  of  2  (out  of  a 
possible  5).  While  60  providers  were  randomized  into  trial  groups,  it  is  unclear  whether  those 
who  were  included  were  actually  in  risk  of  burnout  and  thus,  a  part  of  the  SupportNet 
intervention’s  target  population. 

Context.  Given  the  demographics  of  the  target  population  trying  to  be  helped,  the  project 
faced  the  challenge  of  trying  to  engage  those  who  were  at  risk  of  burnout  due  to  higher  job 
demands  and  lower  resources  through  an  intervention  that  required  a  time  commitment.  It  is 
possible  that  participants  did  not  engage  with  the  SupportNet  intervention  as  a  function  of  their 
level  of  burnout. 

Results  of  the  internal  process  evaluations  illustrated  the  barriers  faced  by  the  project  as 
the  result  of  weak  support  from  military  leaders.  Given  that  behavioral  health  in  the  military  is 
process-oriented,  it  is  likely  that  lack  of  support  from  key  military  stakeholders  was  an 
impediment  to  the  recruitment  of  behavioral  health  providers  on  base  at  Fort  Carson. 

The  project  team  began  recruitment  for  the  SupportNet  intervention  and  was  readying  the 
final  RCT  in  October  2013,  all  of  which  coincided  with  the  government  shutdown  that  occurred 
from  October  P'  to  October  16*,  2013.  The  shutdown  resulted  in  government  employees  across 
the  nation  being  furloughed  for  two  weeks.  Since  the  project  itself  was  funded  by  the  DoD,  the 
government  furlough  likely  affected  SupportNet  through  contract  delays  and  limiting  recruitment 
of  military  behavioral  health  providers  who  work  for  the  military. 
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Outcome  evaluation.  Pre-intervention  outcomes  correlated  with  each  other  in 
accordance  with  the  project’s  hypotheses,  as  burnout  was  positively  correlated  with  STS,  and 
inversely  correlated  with  WSBSE,  STSES,  and  work  engagement.  Analyses  conducted  with 
post-intervention  outcomes  were  likely  affected  by  the  small  sample  size.  Eewer  correlations 
were  shown  among  the  post-intervention  outcomes,  as  the  burnout  measure  was  only  positively 
correlated  with  STS  and  negatively  correlated  with  work  engagement,  but  showed  no  significant 
correlations  with  either  self-efficacy  outcome  measure.  Results  of  a  paired  sample  t-test 
indicated  no  statistically  significant  differences  were  seen  among  the  outcomes  from  pre-  to  post¬ 
intervention.  However,  observation  of  the  descriptive  statistics  indicated  that  all  outcomes, 
except  for  work  engagement,  trended  in  their  expected  directions  and  calculated  Cohen’s  d  effect 
sizes  ranged  from  medium  to  large  for  all  outcomes,  except  for  work  engagement. 

As  noted  above,  outcomes  were  likely  affected  by  the  small  sample  size  at  post¬ 
intervention,  in  addition  to  the  low  inclusionary  cut-off  for  the  burnout  measure.  While  outcomes 
of  the  SupportNet  project  did  not  garner  the  effects  expected,  these  initial  results  highlight  the 
potential  efficacy  of  the  intervention  in  the  future. 
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Appendix  A 

SupportNet  Staff  Process  Evaluation  Questionnaire 

Please  indicate  your  response  by  highlighting  one  of  the  choiees  below  eaeh  question. 

1 .  The  SupportNet  projeet  will  reaeh  its  goals? 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

2.  I  have  been  given  the  proper  resourees  to  eomplete  my  tasks  on  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 

3.  I  believe  everyone  knows  their  speeifie  duties  who  work  on  the  SupportNet  project. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 


4.  Everyone  is  aeeomplishing  their  duties  who  work  on  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 
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5.  lam  accomplishing  my  responsibilities  pertaining  to  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 


6.  I  have  encountered  few  barriers  in  reference  to  the  SupportNet  projeet. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 


7.  I  believe  that  my  roles  on  the  projeet  are  important. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 


8.  I  believe  that  I  am  responsive  to  suggestions  from  other  team  members. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 


9.  I  listen  to  input  from  my  superiors  and  my  peers. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 


10.  I  believe  that  my  input  is  valuable. 

Strongly  Disagree  Moderately  Disagree  Slightly  Disagree  Slightly  Agree  Moderately  Agree  Strongly  Agree 


SupportNet  Staff  Process  Evaluation  Open-Ended  Questions 

The  following  questions  are  part  of  the  ongoing  internal  proeess  evaluation  for  the  Trauma, 
Health,  and  Hazards  Center  SupportNet  project.  Please  answer  each  question  honestly  and  to  the 
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best  of  your  ability  or  to  the  best  of  your  knowledge.  Please  be  as  complete  as  you  can  in  your 
explanations.  Your  answers  are  confidential  and  will  only  be  shared  with  the  evaluation  team 
which  is  independent  of  the  SupportNet  team.  Individual  answers  will  be  consolidated 
statistically  and  reported  to  the  SupportNet  team.  The  purpose  of  these  questions  is  to  detail  the 
working  of  the  SupportNet  team  and  to  understand  what  roles  are  present  and  how  each  member 
views  the  current  project  and  its  execution.  Please  do  not  discuss  this  questionnaire  with  any  of 
your  peers  until  all  data  has  been  collected. 

What  are  the  goals  of  the  SupportNet  project? 

What  primary  and  secondary  groups  will  he  affected/impacted  hy  the  outcome  of  the 
SupportNet  project?  How? 

What  do  you  see  to  he  the  major  strengths  of  the  SupportNet  project  (weakness)? 

Do  you  think  that  the  SupportNet  project  will  reach  its  goals?  Why  or  why  not? 

How  would  you  improve  the  SupportNet  project? 

What  harriers  have  been  encountered  in  respect  to  the  SupportNet  project  so  far? 

What  are  your  roles  on  the  SupportNet  project  (Primary  and  secondary)? 

Who  works  with  you  on  the  SupportNet  project? 

What  are  their  roles? 

What  information  was  not  addressed  within  this  questionnaire  that  should  have  been? 


Demographics  information 

Please  indicate  your  selection  using  the  Word  highlighter  function. 

Which  category  below  describes  your  age? 

18-20 
21-29 
30-39 
40-49 
50-59 
60-69 
70  or  older 
Gender 
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Male 

Female 

Which  of  the  following  best  describes  your  current  occupation  (role?)? 

Case  Manager 
Counselor 

General  practitioner  or  medical  doctor 
Medical  Nurse 
Mental  Health  Nurse 
Other  (please  specify  :) 

Project  Director 
Psychiatrist 
Psychologist 
Research  Assistant 
Research  Director 
Social  Worker 

Which  best  describes  your  race/ethnicity  (may  choose  more  than  one) 

African-American/Black 
Asian  or  Pacific  Islander 
European- AmericanAVhite 
Latin- American/Hispanic 
Native  American 
Other  (please  specify) 

What  is  the  highest  degree  of  education  you  have  received? 

High  School 
Associates  degree 
Bachelor’s  degree 
Master’s  degree 
Doctorate 

What  education  or  training  have  you  received  related  to  trauma  treatment  (check  all  that 
apply)? 

Completed  at  least  one  Trauma  training  course  or  workshop 
Completed  multiple  Trauma  training  courses  and/or  workshops  (at  least  3) 

Certified  in  Trauma  treatment 

Master’s  degree  with  specialization  in  Trauma 

Doctorate  degree  with  specialization  in  Trauma 

None 

Have  you  ever  served  in  the  military?  If  yes,  in  what  capacity  and  for  how  long? 
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How  long  have  you  been  working  on  the  SupportNet  project? 
When  will  your  work  on  the  SupportNet  project  end? 


Thank  you  for  your  time. 


Appendix  B 


Process  Evaluation  Open-Ended  Responses  (December  2012) 


1 .  What  are  the  goals  of  the  SupportNet  project? 

•  Reduce/prevent  job  burnout  and  STS  in  military  mental  health  providers  (4). 

•  Develop  intervention  and  test  its  effectiveness  (4) 

•  Research  work  engagement  and  secondary  traumatic  growth  (1) 

•  Summary:  Team  members  appear  to  be  in  agreement  and  have  a  clear  picture  of  the  goals 
of  the  project. 


2.  What  primary  and  secondary  groups  will  be  affected/impacted  by  the  outcome  of  the 
SupportNet  project?  How? 

•  Primary  group  impacted: 

•  Military  mental  health  providers  (4) 

•  How? 

•  Outcome  of  project  may  assist  this  primary  group  by  teaching  them  skills  to 
prevent  the  development  of  STS  and  job  burnout  through  increasing  work/life 
balance,  work  engagement,  social  support,  and  coping  self-efficacy.  (1) 

•  Secondary  group  impacted: 

•  All  mental  health  providers  (2) 

•  Eamily  members  and  leadership  working  with  MMHP  (1) 

•  Researchers  will  benefit  from  increased  knowledge  (1) 


3.  What  do  you  see  as  the  major  strengths  and  weaknesses  of  the  SupportNet  project? 

•  Strengths: 

•  The  people  involved  in  the  project  /  the  team  members!  (3) 

•  Knowledge,  experience,  expertise  in  various  areas  (3) 

•  Research  and  Clinical  expertise  (2) 

•  Solid  empirical  and  theoretical  basis  for  intervention  (1) 

•  Weaknesses: 

•  Challenges  of  working  with  the  military  as  an  outsider,  and  resistance  to  the 
project  by  military  leadership.  (2) 
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•  Organizational  demands  without  necessary  resources,  and  the  organizational 
climate  makes  progress  difficult.  (1) 

•  Omitted  (1) 

•  Summary:  Team  members  agree  that  the  team  members  bring  different  expertise  to  the 
project  and  collaborate  with  each  other  as  a  strength  of  the  project.  The  challenges  of 
working  with  the  military  are  cited  as  a  weakness. 


4.  Do  you  think  the  SN project  will  reach  its  goals?  Why  or  why  not? 

•  Yes,  because  of  contributions  of  the  strong  team  of  people  involved.  (2) 

•  Yes,  the  team  will  meet  many  of  its  goals.  We  have  a  lot  of  goals  we  are  striving  for,  and 
as  part  of  the  process  of  such  an  effort,  some  goals  may  need  to  be  prioritized  over  others 
and  some  goals  may  be  omitted  because  of  conflict  with  higher  priority  goals.  (1) 

•  “I  hope  so.”  (1) 

•  Summary:  All  team  members  are  in  agreement  (albeit  a  qualified  agreement)  that 
SupportNet  will  reach  its  goals. 


5 .  How  would  you  improve  the  SN  project? 

•  Communication  among  team  members  could  be  improved.  (2) 

•  Clarify  specific  tasks  and  deadlines,  and  work  toward  making  the  design  elements  clear 
and  concrete.  (1) 

•  More  time  and  money.  (1) 

•  It  would  be  improved  if  we  had  stronger  support  from  inside  Fort  Carson.  (1) 


6.  What  barriers  have  been  encountered  so  far? 

•  Lack  of  support  from  Fort  Carson  (3) 

o  Leadership  changes  at  Fort  Carson  which  requires  obtaining  buy-in  from  each 
new  leader.  (1) 

•  Organizational  processes  have  delayed  the  project  unnecessarily.  (1) 

•  Changes  in  team  members.  (1) 

•  For  the  technology  portion  of  the  intervention,  there  was  the  change  from  using  an 
outside  company  to  using  in-house  resources. 

•  Deciding  which  aspects  of  the  intervention  are  necessary  and  which  can  be  cut.  (1) 


7.  What  are  your  roles  on  the  SN  project?  Primary  and  secondary? 

o  All  team  members  seemed  clear  as  to  his  or  her  own  role. 

8.  Who  works  with  you?  What  are  their  roles? 

*  Everyone  (did  not  specify  individuals  or  individual  roles).  (2) 

*  Clearly  specified  roles  of  5  key  team  members  (1). 

*  Clearly  specified  roles  of  those  who  worked  with  closely.  (1) 
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*  Summary:  May  benefit  from  more  interaction,  more  experience  with  all  team 
members  so  understand  everyone’s  role  and  their  skill  sets. 


Appendix  C 


Process  Evaluation  #2  Open-Ended  Responses  (September  2013) 


1.  What  are  the  goals  of  the  SupportNet  project? 

Burnout  and  STS  in  MHP 

1 .  Eearning  (aka  research)  (7) 

2.  Development  (aka  clinical  or  tech)  (4) 

3.  Treatment  Delivery  (5) 

Intervention 

1 .  Eearning  (aka  research)  (4) 

2.  Development  (aka  clinical  or  tech)  (3) 
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3.  Treatment  Delivery  (2) 

Work  Engagement  and  Secondary  Traumatic  Growth 

1 .  Learning  (aka  research)  (3) 

2.  Development  (aka  clinical  or  tech)  (2) 

3.  Treatment  Delivery  (2) 

Tone: 

•  Positive  (0) 

•  Negative  (0) 

•  Ambivalent  (9) 

Summary: 

•  Team  members  seem  to  be  in  agreement  of  certain  themes  more  than  others. 

•  Some  team  members’  responses  were  consistent  with  goals  of  their  respective  team. 


2.  What  primary  and  secondary  groups  will  be  affected/impacted  by  the  outcome  of  the 
SupportNet  project?  How? 

Primary 

•  Mental  Health  Providers  (4) 

•  Military  Mental  Health  Providers  (5) 

How!? 

•  Increase  work  engagement  (1) 

•  Reduce  burnout  (2) 

•  Increase  self-efficacy  (2) 

•  Facilitate  social  support  (2) 

Secondary 

•  Clients  of  MHPs  (5) 

•  Mental  Health  Providers  (2) 

•  UCCSTeam(l) 

•  Anyone  experiencing  STS  and  burnout  (1) 

•  Public  Policy  for  Mental  Health  Providers  (1) 

•  Researchers  (1) 

•  Behavioral  Health  Organizations  (1) 

•  Providers’  Support  System  (1) 

•  Management  (1) 

Tone: 

•  Positive  (1) 

•  Negative  (0) 
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•  Ambivalent  (8) 

3.  What  do  you  see  to  be  the  major  strengths  of  the  SupportNet  project  (weakness)? 
Strengths: 

•  Team  (17) 

o  Teamwork  (1) 
o  Experience  (2) 
o  Skills  (2) 
o  Strong  leadership  (1) 
o  Knowledge  (1) 
o  Quality  (2) 
o  Communication  (1) 
o  Organization  (2) 

•  Intervention  (6) 

o  Empirically-based  theory  (2) 
o  Empirically-based  design  (1) 
o  Empirically-based  development  (1) 
o  Technology  (2) 

Weaknesses 

•  None  (2) 

•  Size(l) 

•  Cohesion  (1) 

•  University  organizational  structure  (1) 

•  Military  support  (4) 

•  Time  (2) 

•  Singular  theoretical  orientation  (1) 

Tone: 

•  Positive  (3) 

•  Negative  (2) 

•  Ambivalent  (4) 

Summary: 

•  Empirically  there  are  far  more  positive  strengths;  however,  there  are  weaknesses  that 
have  been  brought  to  light.  Some  people  expressed  their  concerns  that  the  weaknesses  might  be 
problematic. 

•  While  there  were  clearly  more  strengths  than  weaknesses,  weaknesses  were 
primarily  idiosyncratic  (aside  from  military  support) 
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4.  Do  you  think  that  the  SupportNet project  will  reach  its  goals?  Why  or  why  not? 

•  Yes!!  (9) 

o  Because  the  quality  of  the  team  (7) 

■  Experience  (1) 

■  Motivation  and  hardwork  (4) 
o  Because  quality  of  development  (3) 

■  Clear  vision  (1) 

■  Detailed  (1) 

■  Empirically  driven  (1) 
o  Because  strong  IT  platform  (1) 

o  Because  we  will  learn  about  burnout  and  STS  (1) 

Tone: 


•  Positive  (7) 

•  Ambivalent  (2) 

•  Negative  (0) 

Summary: 

•  Tone  is  far  more  positive  here  than  in  comparison  with  the  other  questions  containing 
more  ambivalent  tones. 

5.  How  would  you  improve  the  SupportNet  project? 

•  None!  (2) 

•  More  resources  to  better  the  intervention  (7) 

o  Time  (2) 
o  Money  (3) 
o  Technology  (1) 

•  Distractions  (2) 

o  Eimit  Jokes  (1) 

•  Eewer  Meetings  (1) 

•  Incorporate  key  military  into  team  (1) 

Tone: 

•  Positive  (2) 

•  Negative  (0) 

•  Ambivalent  (7) 

6.  What  barriers  have  been  encountered  in  respect  to  the  SupportNet  project  so  far? 

•  Nothing  much!  (1) 

•  External  Sources  (6) 

o  Eack  of  Support  from  Eort  Carson  (3) 
o  Contract  Delays  (1) 
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o  IRB  Responsiveness  (1) 

•  Resources  (4) 

o  Time  (2) 

•  Decision-making  (1) 

•  Scheduling  Meetings  (1) 

•  Participant  Recruitment  (1) 

Tone: 

•  Positive  (2) 

•  Negative  (3) 

•  Ambivalent  (4) 

7.  What  are  your  roles  on  the  SupportNet project  (Primary  and  secondary)? 

•  Team  members  seemed  clear  as  to  his  or  her  own  role  (8) 

•  Not  answered  (1) 

8.  Who  works  with  you  on  the  SupportNet  project?  What  are  their  roles? 

•  Perception  of  behavior  on  project  is  devoted  to  primary  function  (2) 

•  Perception  of  behavior  on  project  is  balanced  between  primary  and  secondary  functions 

(3) 

•  Perception  of  behavior  on  project  is  general  and  spread  across  different  functions  and 
domains  (2) 

•  Everyone  (1) 

•  Not  answered  (1) 

9.  What  information  was  not  addressed  within  this  questionnaire  that  should  have  been? 

•  Growth  from  working  on  the  project  (1) 
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Appendix  D 


SupportNet  Satisfaction  Inventory 


A.  Looking  back  on  your  experience  using  the  SupportNet  system  and  coaching  sessions,  please 
indicate  the  extent  to  which  you  agree  or  disagree  with  the  following  statements: 


Strongly  Disagree  Disagree  Mildly  Disagree  Mildly  Agree  Agree  Strongly  Agree  N/A 


1.  Overall,  I  felt  satisfied  with  the  SupportNet  system. 

2.  The  SupportNet  system  met  my  expectations. 

3.  I  found  SupportNet  easy  to  use. 

4.  Overall,  I  found  the  site  engaging. 

5.  SupportNet  helped  me  to  build  or  improve  my  professional  relationships. 

6.  SupportNet  required  too  much  of  my  time.* 

7.  Using  SupportNet  improved  my  confidence  in  my  ability  to  cope  with  work  stress. 

8.  I  felt  the  coach  understood  me. 

9.  I  felt  the  coach  and  I  had  a  respectful  relationship. 

10.  The  coach  and  I  worked  on  what  I  wanted  to  work  on. 

11.  I  felt  the  coach  and  I  had  a  good  connection. 

12.  Overall,  the  coaching  was  helpful. 


Note:  *Reverse  scored  item 
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B.  Please  answer  the  following  open-ended  questions  with  as  much  detail  as  possible: 


1 .  In  what  ways  did  you  find  the  SupportNet  website  useful?  How  could  the  website  be  improved? 

2.  In  what  ways  did  you  find  the  coaching  helpful?  How  could  the  coaching  be  improved? 


Appendix  E 

SupportNet  Satisfaction  Inventory  Qualitative  Responses 

la.  In  what  ways  did  you  find  the  SupportNet  website  useful?  (7) 

Usability  (1) 

o  “Easy  to  use.” 

Enhanced  Self-Care  (4) 
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o  “Learned  new  techniques  and  to  take  time  for  myself.” 

o  “Good  ideas  in  the  Take  5  section  to  use  during  the  day” 

o  “The  site  was  very  useful  in  motivating  me  to  work  on  a  better  life  balance. . .” 

Provided  Resources  (1) 

o  “Self  assessment,  resources  were  good.” 

Coaching  (2) 

o  “During  this  coaching  period,  I  had  a  death  of  a  parent,  I  did  find  the  coaching  helpful 
and  the  strategies  for  avoiding  burnout,  I  took  it  to  my  personal  life  and  found  it  very 
helpful.” 

o  “I  knew  all  the  resources...  did  not  need  them,  sorry.  The  theraeutoic  (sic)  alliance 
between  the  coach  and  I  was  the  number  one  thing  that  provided  assist  to  me.” 

■  Specific  Website  Modules  Mentioned  (4) 

1 .  Resources/Resource  Room  ( 1 ) 

2.  Life  Balance  (1) 

3.  Self-Assessments  (1) 

4.  Take-5  (1) 

lb.  How  could  the  website  be  improved?  (4) 

Usability  (1) 

o  “I  could  not  figure  out  how  to  use  it,  how  to  network  or  if  I  was  supposed  to  be  contacted 
by  a  coach.” 

Address  Technical  Issues  (1) 

o  “My  coach's  profile  picture  was  never  displayed.  I  could  not  successfully  printout  from 
various  computers  the  life  balance  wheel.  I  had  to  reenter  data  several  times  on  the  life 
balance  wheel,  as  it  was  somehow  lost,  after  saving  it.” 

Resources/Content  (2) 

o  “I  knew  all  the  resources...  did  not  need  them.” 

o  “I  was  really  excited  about  reading  the  articles  and  accessing  those  resources.  However, 
all  you  could  get  from  the  program  was  the  abstract.  Overall,  I  found  this  very 
disappointing  as  I  like  to  be  able  to  reference  the  tools  that  are  being  utilized.” 

Unsure  (1) 

2a.  In  what  ways  did  you  find  the  coaching  helpful?  (7) 

Supportive  (2) 
o  “Support.” 

Listening/Human  Interaction  (3) 
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o  “listening  was  the  best.” 

o  “There  is  no  substitute  for  accurate  empathic  listening.” 

o  “I  enjoyed  talking  with _ and  discussing  a  few  cases. . .” 

Helpful  with  Goal  Attainment  (2) 

o  “My  coach  was  very  supportive,  helpful,  and  motivational  in  assisting  me  toward 
achieving  the  goals  I  set  for  myself” 

o  “Checking  in  each  week  was  helpful  in  keeping  me  working  toward  my  goal.” 
Informative  (2) 

o  “The  coaching  was  outstanding  and  I  learned  a  lot  from  my  coach.” 
o  “Coaching  was  excellent,  very  useful  to  see*  the  distance  between  thinking  and  doing.” 

2b.  How  could  the  coaching  be  improved?  (0) 

No  Suggestions  Provided 


What  important  things  did  you  feel  were  missing  from  the  SupportNet  website? 

o  “maybe  I  am  to  (sic)  old.  But  I  am  on  a  MHS  comuter  (sic)  all  day,  why  the  hell  would  I 
want  to  go  it  when  I  get  home?” 

o  “Perhaps  a  more  improved  contact  area,  i.e.  a  chat  room,  more  uploaded  pictures  on  the 
profiles  of  participants  and  coaches.” 
o  “I  think  it  was  adequate  and  a  good  starting  point.” 
o  “Articles.  Actual  resources  that  I  could  apply  on  my  own.” 

Please  tell  us  which  part  of  the  website  you  found  the  most  helpful. 

o  Life-Balance  Wheel  (4) 
o  Goal-Setting  (2) 
o  Resource  Room  (1) 
o  Self-Assessment  (1) 

Please  tell  us  what  you  most  dislike  about  the  website. 

o  “It  was  not  very  intuitive,  printing  challenges,  data  loss.” 
o  “Locked  *out*  and  resetti*ng  password  not**  *easy” 
o  “Adding/editing  goals  was  not  so  easy.” 
o  “It’s  not  the  website— its  computers  in  general.” 

o  “Not  clear  cut  what  to  do.  I  couldn't  initiate  anything  relevant  for  me.  I  was  hoping  it 
would  be  an  intervention  I  could  use  since  things  have  been  getting  worse  but  I  was 
unable  to  figure  it  out.” 

o  “The  social  support  area.  I  am  not  interested  in  that;  it  reminded  me  of  facebook. 
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Appendix  F 


Descriptive  Statistics  for  SupportNet  Website  Questions 


Item 

M 

SD 

Min 

Max 

r 

1 . 1  gained  something  positive  from  working  on  Goal  Setting 

3.77 

1.24 

1 

5 

1 

2. 1  gained  something  positive  from  working  on  Self-Assessment. 

4 

1.12 

1 

5 

1 

3. 1  gained  something  positive  from  working  on  Resource  Room 

3.15 

1.28 

1 

5 

1 

4. 1  gained  something  positive  from  working  on  Social  Networking 

2.54 

.88 

1 

4 

1 

5.  Goal  Setting  component  was  user  friendly. 

3.75 

.87 

2 

5 

1 

6.  Self-Assessment  component  was  user  friendly. 

3.82 

.87 

2 

5 

1 

7.  Resource  Room  component  was  user  friendly. 

3.91 

.83 

2 

5 

1 

8.  Social  Networking  component  was  user  friendly 

4 

.98 

2 

5 

1 

9. 1  believe  that  I  am  more  able  to  deal  with  things  in  my  life  because  of 
what  I  learned  from  the  Goal  Setting  component. 

3 

.79 

2 

4 

1 

10. 1  believe  that  I  am  more  able  to  deal  with  things  in  my  life  because  of 
what  I  learned  from  the  Self-Assessment  component. 

3.33 

.78 

2 

4 

1 

10. 1  believe  that  I  am  more  able  to  deal  with  things  in  my  life  because  of 
what  I  learned  from  the  Resource  Room  component. 

3.08 

.67 

2 

4 

1 

1 1 . 1  believe  that  I  am  more  able  to  deal  with  things  in  my  life  because  of 
what  I  learned  from  the  Social  Networking  component. 

2.83 

.72 

2 

4 

1 

12. 1  would  recommend  the  Goal  Setting  to  other  BHPs. 

3.58 

.9 

2 

5 

13. 1  would  recommend  the  Self-Assessment  component  to  other  BHPs. 

3.58 

.9 

2 

5 

14. 1  would  recommend  the  SupportNet  resource  room  component  to  other 
BHPs. 

3.75 

1.06 

2 

5 
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15.1  would  recommend  the  Social  Networking  component  to  other  BHPs. 

3.33 

.89 

2 

5 

16.  The  Goal  Setting  addressed  many  of  my  needs  and  concerns. 

3.25 

.97 

2 

5 

17.  The  Self-Assessment  component  addressed  many  of  my  needs  and 

concerns. 

3.5 

.9 

2 

5 

18.  The  Resource  Room  component  addressed  many  of  my  needs  and 

concerns. 

3 

.95 

1 

4 

19.  The  Social  Networking  component  addressed  many  of  my  needs  and 

concerns. 

2.67 

.78 

1 

4 

20. 1  feel  that  my  awareness  of  secondary  traumatic  stress  has  increased 
since  I  started  using  the  SupportNet  website. 

4.71 

1.38 

2 

7 

21.1  feel  that  my  awareness  of  job  burnout  has  increased  since  I  started 
using  the  SupportNet  website. 

4.79 

1.37 

2 

7 

22. 1  feel  that  the  quality  of  self-care  activities  has  increased  since  I  started 
using  the  SupportNet  website. 

5.14 

1.35 

3 

7 

23. 1  feel  that  the  quality  of  social  support  around  me  has  increased  since  I 
started  using  the  SupportNet  website. 

4.29 

1.44 

2 

7 

24. 1  feel  that  I  am  more  capable  of  coping  with  work  stress  than  before  I 
started  using  the  SupportNet  website. 

4.43 

1.22 

2 

7 

25. 1  feel  that  I  spend  more  time  on  self-care  activities  than  before  I  started 
using  the  SupportNet  website. 

4.5 

1.51 

2 

7 

Note.  All  mean  scores  are  based  on  a  5 -point  Likert-type  scale  with  higher  numbers  indicating  greater 
agreement  (1=  Strongly  Disagree  to  5  =  Strongly  Agree).  BHPs  =  Behavioral  healthcare  providers. 
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Appendix  22 


UNIVmilY  Of  CuLC*ALX3m  ClSCWAUO  Sl’RINtA 


SupportNet 


Fort  Carson  SupportNet  Focus  Group 
July  12,  2012 

Valerie  Anderson,  PsyD 
Support.S'et  Clinical  Director 
Judith  Bock,  PsyD 

SupportS'et  Program  Clinician  Advisor 


jg  ^ 


[TFFil 


UNivfKSiiY  OF  CctuaneAT  CoesRALK)  Si’rings 


Purpose  and  Agenda 

■  Review  of  the  Literature  related  to  Burnout  and 
Seeondary  Traumatic  Stress 

■  Review  Proposed  Support  System  Components 

■  Small  Group  Discussions 

■  Consolidation  of  Discussion  Results 

■  Preparing  for  the  Next  Meeting 

uri..sj£du 
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Proposed  Support  System 
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University  of  Colorado  at  Colorado  Spriejgs 


Croup  Discussion  Questions 

1 .  What  types  of  prograins  are  available  to  you  to  help  you 
with  professional  growth  or  burixTUt? 

■  How  are  they  helpful? 

■  What  could  be  improved? 

2.  How'  do  you  establish  and  maintain  professional 
relationships  with  your  peers? 


urr<;,pdt^ 
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University  of  Coloraltoat  Qmxjrado  Springs 


Preparing'  for  the  next  meetin};  (Au^^ust  16,  2012) 


■For  discussion  at  the  next  meeting: 

Please  put  some  thought  into  how  the  support 
system  modules  might  he  incoiporated  into  your 
work  environment 


University  or  Coujralioat  Colorado  Springs 


Schedule  of  Focus  Group  Meetings 
Thursday,  August  16  at  09:30 
Thursday,  September  20  at  09:30 
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Appendix  23 

Assessment 

Date  Status  SS  SE  WE  STS  BO  PS  NOTES 

Red 
Orange 
Yellow 
Green 
Red 
Orange 
Yellow 
Green 
Red 
Orange 
Yellow 
Green 
Red 
Orange 
Yellow 
Green 

SS  -Social  Support;  SE  -  Self-Efficacy;  WE  -  Work  Engagement;  STS  -  Secondary  Traumatic 

Stress;  BO  -  Burnout;  PS  -  Perceived  Stress 

Pre-Coaching  Checklist  -  Eor  Coach 

□  Reviewed  Assessment  results 

o  _ STS  is  significantly  present  -  mark  if  present  and  see  Appendix  A  & 

B  (if  score  is  in  the  RED  area  on  pie  chart — then  STS  is  significantly  present) 
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o  Refer  to  behavioral  health  services  if  STS  is  RED  on  pie  chart  (see  Appendix 

C) 

□  Goals  of  Coaching  Intervention  become  centered  around  taking  care  of  self  (in 

addition  to  enhancing  self-care  and  social  support)  by  seeking  help  from  a  behavioral  health  care 
specialist 


□  Scheduled  first  60-minute  coaching  session  to  begin  on: _ (date)  at 

_ (time) 

□  Encouraged  participant  to  set  up  profile  &  review  assessment  results: 
explained  that  there  would  be  a  chance  to  explore  the  rest  of  the  site  and  set  up  goals  once 
coaching  begins 

□  Recommended  computer  access  to  the  internet  during  first  and  second 
sessions 


□  Verbal  OK  to  contact  client  via: 

□  Email: _ 

□  Phone: _ 

□  Text: _ 

□  Coaches  may  find  it  helpful  to  review  “  Goals  and  Objectives  of  Coaching 
Plan”  (Appendix  D) 

Coaching  Session  1  -  Enhancing  Awareness 
(Self-Awareness  /Commitment) 


Self-care  is  a  skillful  attitude  that  needs  practice  throughout  the  day  ~  M.  J.  Mahoney 


Questions  /  Strategies  (to  use  during  coaching  session): 
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1 .  What  do  you  see  going  on? 

2.  What  would  you  do  differently  if  nothing  stopping  you?  /  What’s  holding  you 
back? 

3.  I  can  see  that  things  [at  work]  are  really  difficult  for  you  right  now  and  yet 

you  have  still  managed  to _ .  How  have  you  done  that? 


Coach:  Please  check  each  box  representing  what  you  were  able  to  address  this  session: 


□  Focused  on  rapport-building  (LISTEN  to  “their  story”  especially  if  STS 

present) 

It  is  imperative  that  the  coach  validates  and  normalizes  the  participant’s  experiences.  Reframing 
their  reactions  as  being  an  indication  that  they  are  a  dedicated  and  compassionate  [providerjmay 
be  necessary  if  they  are  experiencing  guilt  or  shame  about  their  thoughts,  emotions,  or  behaviors 
(Meichenbaum,  2007) 


□  Introduced  coaching  model 

□  Reviewed  Elements  of  Coaching 

□  “Recognizing  the  nature  of  your  work  with  military  trauma,  this  is  a 
workplace  intervention  to  minimize  /  prevent  job  burnout,  secondary  traumatic  stress  and  to 
increase  work  engagement” 

□  Focus  is  on  gaining  awareness 

□  Help  you  feel  more  capable  to  handle  work-related  stressors 

□  Additional  focus  on  the  three  S’s  (self-care,  social  support,  self-efficacy) 

•  Improve  self-care 

•  Increase  social  support 

□  Here  to  help  AND  to  confront  you  when  necessary  (coach  analogy) 

□  Bottom  Line:  “You  are  in  control  and  you  are  responsible  for  your  own 
processes  and  outcomes”  (see  Appendix  E-F) 

□  Reviewed  assessment  results  with  participant 

□  Invited  participant  to  share  their  perceptions  of  the  assessment  results 
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□  Focused  on  strengths 

□  Explored  with  participant  their  understanding  of  burnout 

□  Physical  and  mental  exhaustion  resulting  from  excessive,  prolonged  exposure 
to  stress 

□  Explored  with  participant  their  understanding  of  STS  (if  applicable) 

□  Natural  consequence  of  caring  for  traumatized  individuals 

□  Stress  associated  with  helping  a  traumatized  individual 

□  Early  identification  is  important 

□  Promoted  specific  self-care  strategies  for  healthy  lifestyle 


Coaching  Session  1  (continued): 

□  Explained  how  to  navigate  web  application 

□  Highlighted  assessments  (self-monitoring) 

□  Highlighted  connections  (social  support) 

□  Highlighted  goal-setting 

□  Eife  Balance  (links  values  to  goals) 

□  Take-5  (self-care) 

□  Highlighted  library  resources 

•  EBTs  (CPT,  EMDR,  PET) 

□  Eife  Balance  (self-care,  well-being,  work  home  balance,  goal  setting) 

•  Health  Status  (self-efficacy,  social  support,  work  engagement) 

•  Stress  Indicators  (Job  Burnout,  Perceived  Stress,  STS) 

•  Clinician  Toolkit  (clinician,  client,  PTSD  meds,  neurobiology  of  PTSD) 

□  Referred  participant  to  tech  team  if  they  requested  additional  support 
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□  Assessed  current  levels  of  self-care  self-efficacy:  “Reflecting  on  your  current 

situation,  on  a  scale  of  1  (not  at  all  confident)  to  10  (100%  confident),  how  confident  are  you  that 
you  can  establish  some  self-care  goal(s)?” 


Low  123456789  10  High 

□  Assigned  Homework 

□  Profile:  develop  (if  not  already  completed) 

□  Explore  web  application  -  Instructional  Video  (if  available).  Profile,  Assess 
(user  will  be  provided  an  opportunity  between  session  2  and  3  to  enter  goals  and  connect  with 
others) 

□  Resources:  Selected  readings  on  Stress  Indicators,  Health  Status,  Life  Balance 
Issues 

□  Goals:  complete  the  Life  Balance  Wheel  -  print  a  copy  for  your  recs  (see 
Appendix  G) 


□  Negotiated  level  of  coach  support  and  contact  in  between  sessions  (see 
Appendix  H  for  log) 

□  Scheduled  Session  2  for _ (date)  at _ (time) 

□  Recommended  computer  access  to  the  internet  during  first  and  second 
sessions 


□  Coach  To  Do: 

□  Complete  Goal  Survey  -  see  Appendix  I  for  Session  1-6  Goals 

□  Document  session  start  and  end  time 

Session  Notes: 

Coaching  Session  2  -  Goals  /  Challenges 
Goals  for  Success 
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“If  you  don’t  know  where  you  are  going,  you’ll  end  up  someplaee  else.”  ~  Yogi  Berra 

“It  is  not  enough  to  take  steps  whieh  may  someday  lead  to  a  goal; 
each  step  must  be  itself  a  goal  and  a  step  likewise.” 

~  Johann  Wolfgang  von  Goethe 

Coach  To  Do  (preparation  for  Session  2): 

□  Review  Life  Balance  Wheel  Results  and  document  below 


Questions  /  Strategies: 


1.  What  are  your  non-negotiable  beliefs  and  values?  How  developed?  When, 
where,  challenged?  (Kemp,  2005) 

2.  How  would  life  be  different  for  you  if  [target  life  balance  area]  were  more 
balanced? 

3.  What  would  you  do  differently  if  nothing  stopping  you? 


Coach:  Please  check  each  box  representing  what  you  were  able  to  address  this  session: 

□  Supported  participant  process  of  identifying  and  utilizing  specific  self-care 

strategies  (promoting  healthy  lifestyle) 


□  Reviewed  Homework  (circle  one)  Completed:  Yes  No 

Partially 

□  Profile:  developed 

□  Instructional  Video  (if  available),  Profile  &  Assess 

□  Resources:  Selected  readings  on  Stress  Indicators,  Health  Status  &  Life 
Balance 

□  Goals:  Complete  the  Life  Balance  Wheel  (Appendix  G) 
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□  Environment  _ 

□  Relationships  _ 

□  Fun  _ 

□  Health/Fitness  _ 

□  Growth/Feaming  _ 

□  Spirituality  _ 

□  CareerAVork  _ 

□  Money/Finance  _ 

□  Explored  Fife  Balanee  strengths  and  impaet  areas 

□  Relationship  to  burnout  (and  STS) 

□  Relationship  to  self-care  (boundaries) 

□  Relationship  to  social  support  (connecting  with  others) 

□  Role  of  values  in  influencing  targeted  life  balance  area  and  goals 

□  Facilitated  participant  choosing  1-2  life  balance  areas  to  focus  on  (values 
driven) 

□  Explored  participant  knowledge  base  and  experience  with  setting  achievable 
goals 

□  Re:  Goal 

□  Emphasized  starting  with  the  end  in  mind 

□  How  will  the  participant  know  that  they  have  achieved  this  goal? 

□  Specific  and  measurable 
Coaching  Session  2  (continued): 
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□  Re:  Steps 

□  99%  achievable 

□  Reward  progress  along  the  way  (incorporate  into  steps) 

□  Emphasized  importance  of  incorporating  self-care 

□  Encouraged  incorporating  social  support  (accountability  partner) 

□  Shared  resources  on  web  application  to  assist  with  goal  development 

□  Behavioral  intentions 

□  Resource  Room  -  relevant  sections  on  goal  setting,  self-care,  social  support 

□  Encouraged  participant  to  take  steps  toward  developing  a  network  of  social 
support  via  Web  Application  Goal  Connections 


□  Assessed  current  level  of  self-care  self-efficacy:  ““Reflecting  on  your  current 

situation,  on  a  scale  of  1  (not  at  all  confident)  to  10  (100%  confident),  how  confident  are  you  that 
you  can  establish  some  goal(s)?” 


Eow  123456789  10  High 


□  Assigned  Homework 

□  Resources:  read  about  goals  and  goal  setting  (if  appropriate) 

□  Goals:  identify  and  enter  online  1-2  goals  for  life  balance  domain  of  choice 
(include 

self-care  and  social  support  and  identified  accountability  partner) 

□  Connections:  identify  and  establish  online  social  support  connections  for  goals 

□  Action!!! 


□  Scheduled  Session  3  for _ (date)  at _ (time). 

□  Coach  to  Do: 
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□ 


□ 


□ 


Complete  Goal  Survey  -  see  Appendix  I  for  Session  1-6  Goals 
Send  an  encouraging  message  to  your  participants  this  week 
Document  session  start  and  end  time 


Session  Notes: 

Coaching  Session  3  -  Goals  /  Challenge 
Overcoming  Obstacles 

“Obstacles  are  those  frightful  things  you  see  when  you  take  your  eyes  off  your  goals.” 

~  Henry  Ford 

“Challenges  are  what  make  life  interesting  and  overcoming  them  is  what  makes  life  meaningful.” 
~  Joshua  J.  Marine 

“Whether  you  think  you  can,  or  you  think  you  can’t — you’re  right.”  ~  Henry  Ford 
“When  everything  seems  to  be  going  against  you, 

Remember  that  the  airplane  takes  off  against  the  wind.”  -  Henry  Ford 

Coach  To  Do  (preparation  for  Session  3): 

□  Review  participant’s  goals  and  steps  and  print  a  copy  for  your  records  if 


desired 


□ 


□ 


Review  participant’s  connections 

Review  and  document  any  updates  on  assessments 


Questions  /  Strategies: 


1. 


Why  did  you  become  a  behavioral  health  provider? 
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2.  What  would  you  do  differently  if  nothing  was  stopping  you? 

3.  Describe  your  most  significant  professional  achievement  to  date.  What  made 
it  significant? 

(Kelp,  2005) 

4.  How  does  self-care  influence  your  ability  to  meet  your  life  goals?  What  have 
been  your  most  rewarding/difficult  personal  challenges? 

5.  How  do  you  need  to  be  thinking  and  perceiving  differently  to  accomplish  your 
goals?  (Kemp,  2005) 

6.  How  have  you  overcome  past  challenges? 

7.  How  can  you  apply  what  you  have  learned  about  yourself  when  facing 
obstacles/challenges  in  the  past  to  your  current  situation? 

Coach:  Please  check  each  box  representing  what  you  were  able  to  address  this  session: 

□  Reviewed  Homework  (circle  one)  Completed:  Yes  No 

Partially 

□  Resources:  read  about  goals  and  goal  setting  (if  appropriate) 

□  Goals:  identify  and  enter  online  1-2  goals  for  life  balance  domain  of  choice 
(include 

self-care  and  social  support  and  identified  accountability  partner) 

□  Connections:  identify  and  establish  online  social  support  connections  for  goals 

□  Action! ! !  How  did  it  go??? 

□  Explored  with  participant  potential  obstacles  to  achieving  stated  goal(s) 

□  “What  obstacles  do  you  see  getting  in  the  way  of  achieving  your  goals” 

□  Explored  with  participant  strengths  and  successes  when  facing  past  challenges 

□  Supported  participant  in  leveraging  strengths  to  overcome  obstacles 

□  Encouraged  realistic  expectations  of  self  and  others 

□  Challenged  participant’s  potential  problematic  core  beliefs  /  cognitive 
distortions 
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Coaching  Session  3  (continued) 

□  Facilitated  development  of  strategies  to  promote  goal  attainment  such  as: 

□  Identification  of  obstacles  and  plan  in  place  to  overcome  obstacles 

□  Obstacle(s) _ 

□  Plan _ 

□  Self-regulation  techniques  (monitor  goal  steps,  evaluate  goal  progress,  modify 
goal/steps) 

□  Reviewed  role  of  three  S’s-social  support,  self-care,  self-efficacy  in 

overcoming  obstacles  and  referred  participant  to  Resource  Room  for  more  information 

□  Reminded  client  to  “Celebrate  your  accomplishments!” 

□  Role  of  rewards 

□  Social  posts  (form  of  support) 

□  Supported  the  client  in  identifying  their  needs  “How  can  I  help/support  you?” 

□  Assigned  Homework 

□  Goals:  practice  self-regulation  (monitor,  evaluate,  modify  goals  online) 

□  Connections:  encourage  others 
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□ 


Resources:  review  relevant  readings  of  choice 

Assess:  revisit  self-assessment  (particularly  perceived  stress  scale,  if  relevant) 


□ 

□ 


□  Assessed  current  level  of  self-care  self-efficacy:  ““Reflecting  on  your  current 

situation,  on  a  scale  of  1  (not  at  all  confident)  to  10  (100%  confident),  how  confident  are  you  that 
you  can  achieve  your  goal(s)?” 


Low  123456789  10  High 

□  Scheduled  Session  4  for _ (date)  at _ (time). 

□  Coach  To  Do: 

□  Complete  Goal  Survey  -  see  Appendix  I  for  Session  1-6  Goals 

□  Document  session  start  and  end  time 

□  Document  progress  toward  goals 

Session  Notes: 


Coaching  Session  4  -  Action  /  Support 
Self-Care 


Knowing  is  not  enough;  we  must  apply.  Willing  is  not  enough;  we  must  do.” 
~  Johann  Wolfgang  von  Goethe 
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Coach  To  Do  (preparation  for  Session  4): 

□  Review  participant’s  goals  and  steps  and  print  a  copy  for  your  records  if 
desired 

□  Review  participant’s  connections 

□  Review  and  document  any  updates  on  assessments 

Questions  /  Strategies: 

1.  RE:  Goals:  What  is  influencing  your  successes?  What  is  getting  in  the  way  of 
your  being  successful?  What  could  get  in  the  way? 

2.  How  does  self-care  influence  your  ability  to  meet  your  life  goals?  What  have 
been  your  most  rewarding/difficult  personal  challenges? 

3.  How  have  you  overcome  past  challenges? 

4.  How  can  you  apply  what  you  have  learned  about  yourself  when  facing 
obstacles/challenges  in  the  past  to  your  current  situation? 

5.  Describe  how  you  (or  others)  know  you  are  stressed  (i.e.,  emotional,  physical, 
and  behavioral  indicators). 

Coach:  (Reminder — session  4  content  is  reinforced  in  session  5) 

Please  check  each  box  representing  what  you  were  able  to  address  during  these  sessions: 

□  Reviewed  Homework:  (circle  one)  Completed:  Yes  No 

Partially 

□  Goals:  practice  self-regulation  (monitor,  evaluate,  modify  goals  online) 

□  Connections:  encourage  others 

□  Resources:  review  relevant  readings  of  choice 

□  Assess:  revisit  self-assessment  (particularly  perceived  stress  scale,  if  relevant) 
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□ 


□  Encouraged  participant  to  be  aware  of  stress  indicators  and  to  practice  daily 
self-care  strategies 

□  Self-monitor 

□  Assessed:  “On  a  scale  of  1  (not  at  all)  to  10  (completely)  how  aware  of  your 

stress  level  are  you  on  a  daily  basis?” _ 

□  Enhance  awareness  of  emotional,  physical,  &  behavioral  indicators  of  stress 

□  Stress  Reduction  Techniques 

□  Take  5 

□  practice  mindfulness  and  acceptance 

□  relaxation 

□  meditation 

□  visualization 

□  journaling 

Coaching  Session  4  (continued) 

□  Continue  to  encourage  development  of  strategies  to  promote  goal  attainment 
such  as: 

□  Identification  of  obstacles  and  plan  in  place  to  overcome  obstacles 

□  Obstacle _ 

□  Plan 
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□  Self-regulation  techniques  (monitor  goal  steps,  evaluate  goal  progress,  modify 
goal/steps) 

□  Three  S’s-social  support,  self-care,  self-efficacy 


□  Praised  participant  for  each  step  taken  thus  far 


□  Assigned  Homework  (highly  individualized  at  this  point) 


□ 

□ 

□ 

□ 

□ 

relevant) 

□ 


Self-monitor  personal  indicators  of  stress 

Take  5:  identify  and  implement  Take  5  or  other  self-care  strategy  of  choice 
Goals:  self-regulation  (monitor,  evaluate,  modify  goals) 

Connections:  encourage  others 

Assess:  revisit  Self-Assessment  (particularly  perceived  stress  scale,  if 


□  Assessed  current  level  of  self-care  self-efficacy:  “Reflecting  on  your  current 

situation,  on  a  scale  of  1  (not  at  all  confident)  to  10  (100%  confident),  how  confident  are  you  that 
you  can  achieve  your  goal(s)?” 


Low  123456789  10  High 

□  Scheduled  Session  5  for _ (date)  at _ (time). 

□  Coach  To  Do: 

□  Complete  Goal  Survey  -  see  Appendix  I  for  Session  1-6  Goals 

□  Send  an  encouraging  message  to  participant  this  week 
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□  Document  session  start  and  end  time 

□  Doeument  progress  toward  goal(s) 

Session  Notes: 


Coaching  Session  5  -  Action  /  Support 
Social  Support 

Knowing  is  not  enough;  we  must  apply.  Willing  is  not  enough;  we  must  do.” 

~  Johann  Wolfgang  von  Goethe 

Coach  To  Do  (preparation  for  Session  5): 

□  Review  participant’s  goals  and  steps  and  print  a  copy  for  your  records  if 
desired 

□  Review  participant’s  connections 

□  Review  and  document  any  updates  on  assessments 

Questions  /  Strategies: 

1.  RE:  Goals:  What  is  influencing  your  successes?  What  is  getting  in  the  way  of 
your  being  suceessful?  What  eould  get  in  the  way? 

2.  How  ean  you  apply  what  you  have  learned  about  yourself  when  faeing 
obstaeles/challenges  in  the  past  to  your  eurrent  situation? 

3.  How  does  self-care  influenee  your  ability  to  meet  your  life  goals? 

Coaeh:  Please  eheck  each  box  representing  what  you  were  able  to  address  during  these  sessions: 
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□  Reviewed  Homework:  (circle  one)  Completed:  Yes  No 

Partially 


□  Self-monitor  personal  indicators  of  stress 

□  Take  5:  identify  and  implement  Take  5  or  other  self-care  strategy  of  choice 

□  Goals:  self-regulation  (monitor,  evaluate,  modify  goals) 

□  Connections:  encourage  others 

□  Assess:  revisit  Self-Assessment  (particularly  perceived  stress  scale,  if 
relevant) 

□ 


□  Emphasized  importance  of  social  support 

□  Encouraged  participant  to  be  aware  of  stress  indicators  and  to  practice  daily 
self-care  strategies 

□  Check-in  re:  Self-monitoring  indicators  of  stress 

□  Check-in  re:  Use  of  Stress  Reduction  Techniques 

□  Take  5,  mindfulness/acceptance,  relaxation,  mediation,  visualization, 
journaling 

□  Continue  to  encourage  development  of  strategies  to  promote  goal  attainment 
such  as: 

□  Identification  of  obstacles  and  plan  in  place  to  overcome  obstacles 

□  Obstacle _ 

□  Plan _ 
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Self-regulation  techniques  (monitor  goal  steps,  evaluate  goal  progress,  modify 
Three  S’s-social  support,  self-care,  self-efficacy 

□  Praised  participant  for  each  step  taken  thus  far 
Coaching  Session  5  (continued) 

□  Assigned  Homework  (highly  individualized  at  this  point) 

□  Assess:  revisit  relevant  portions  of  self-assessment 

□  Take  5:  continue  Take  5  (or  other)  stress  reduction  strategy  of  choice 

□  Connections:  continue  encouraging  others 

□  Reflect  on  your  successes  and  what  you  have  gained  from  this  coaching 
process  these  past  6  weeks  so  we  can  discuss  next  time 

□  Goals:  revisit  Life  Balance  Wheel  and  print  a  copy  for  your  records 

□ 


□ 

goal/steps) 

□ 


□  Assessed  current  level  of  self-care  self-efficacy:  “Reflecting  on  your  current 

situation,  on  a  scale  of  1  (not  at  all  confident)  to  10  (100%  confident),  how  confident  are  you  that 
you  can  achieve  your  goal(s)?” 


Low  123456789  10  High 

□  Scheduled  Session  6  for _ (date)  at _ (time). 

□  Coach  To  Do: 

□  Complete  Goal  Survey  -  see  Appendix  I  for  Session  1-6  Goals 

□  Document  session  start  and  end  time 
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□ 


Document  progress  toward  goals 


Session  Notes: 


Coaching  Session  6  -  Empowerment 
Sueeesses  and  Beyond 


417 


“If  we  are  facing  the  right  direction,  all  we  have  to  do  is  keep  on  walking.” 

-Zen  Proverb 

.  .you  have  endless  ability  and  unlimited  potential,  so  make  your  move, 
start  unleashing  it  and  living  your  dream! !!” 

-  Ricardo  Housham 

Coach  To  Do  (preparation  for  Session  6): 

□  Review  participant’s  Goals  and  Steps  and  print  a  copy  for  your  records  if 
desired 

□  Review  participant’s  Connections 

□  Review  and  document  any  updates  on  Assessments 

□  Review  and  document  any  updates  on  Life  Balance  Wheel 

Questions  /  Strategies: 

1 .  What  successes  have  you  experienced  in  the  past  couple  of  months?  What  has 
changed?  What  will  you  take  with  you  from  this  experience? 

2.  RE:  Life  Balance:  What  is  different  or  what  has  changed?  What  needs  to 
happen  (or  what  will  you  do)  to  continue  (or  begin)  moving  in  a  forward  direction?  What 
obstacles  do  you  see  getting  in  the  way?  What  is  your  plan  for  overcoming  those  obstacles? 

3.  What  do  you  see  as  your  next  step(s)? 

Coach:  Please  check  each  box  representing  what  you  were  able  to  address  this  session: 

□  Reviewed  Homework:  (circle  one)  Completed:  Yes  No 

Partially 

□  Assess:  revisit  relevant  portions  of  self-assessment 

jll_ Take  5:  continue  Take  5  (or  other)  stress  reduction  strategy  of  choice 
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□  Connections:  continue  encouraging  others 

□  Goals:  revisit  Life  Balance  Wheel  and  print  a  copy  for  your  records 

□  Reflect  on  your  successes  and  what  you  have  gained  from  this  coaching 
process 

□ 


□  Reviewed  Life  Balance: 

□  Domain  #  1 _ 

□  _ (session  2  rating)  _ (current  rating)  *scale  1-10 

□  Domain  #  2 _ 

□  _ (session  2  rating)  _ (current  rating)  *scale  1-10 

□  Reviewed  successes 


Coaching  Session  6  (continued) 

□  Encouraged  participant  to  identify  next  steps 

□  Provided  participant  opportunity  to  consider  obstacles  that  could  get  in  the 
way  of  longer-term  goal  attainment  and  encouraged  follow  through  on  plan 

□  Discussed  how  to  apply  to  other  life  domains 

□  Encouraged  participant  to  complete  the  Time  2  survey. 
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□ 


Informed  participant  that  online  platform  will  be  available  until  May  2,  2014 


□  Assessed  level  of  self-care/self-efficacy:  “Reflecting  on  your  current  situation, 

on  a  scale  of  1  (not  at  all  confident)  to  10  (100%  confident),  how  confident  are  you  that  you  can 
make  your  self-care  changes  a  long-term  part  of  your  lifestyle?” 


Low 


123456789  10  High 


□  Coach  to  Do: 

□  Document  session  start  and  end  time 

□  Document  progress  toward  goals 

□  Complete  Goal  Survey  -  see  Appendix  I  for  Session  1-6  Goals 

□  Provide  research  team  with  de-identified  documents  for  analysis: 

□  Completed  Data  Sheet  for  Goals  Session  1-6  (Appendix  I) 

□  Coaching  Manual 

□  Emails 

□  Log  Sheet 


Session  Notes: 


Appendix  H 
Contact  Log 

Log  of  Contact  In  Between  Coaching  Sessions 
Date  Method  Length  Purpose  (content) 
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Coach  Initials: _ 

Appendix  I 

Data  Sheet  for  Coaching  Sessions  1-6 
(To  be  completed  by  the  Coach) 

Coaching  Session  1 : 

Date _  Length  of  Session: _ (in  minutes) 


Communication  Method:  _ Phone  _ Skype 

Initials: _ 


Coach 
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Self-care  self-efficacy:  Document  the  current  level  reported  by  the  participant  in  response  to  the 
question:  “Reflecting  on  your  current  situation,  on  a  scale  of  1  (not  at  all  confident)  to  10  (100% 
confident),  how  confident  are  you  that  you  can  establish  self-care  goals?” 

Low  123456789  10  High 


Directions:  Reflecting  on  the  coaching  session  just  completed,  please  mark  each  statement  as  it 
applies  to  your  experience  with  the  participant. 


Definitely 

False 

Mostly 

False 

A  little  bit 

False 

A  little  bit 

True 

Mostly 

True 

Definitely  Does 

True 

Not  Apply 

F 

F  F  T  T  T  NA 

F 

Participant  was  provided  an  opportunity  to  “tell  their  story” 

T  T  T  NA 

F 

F 

Participant  understands  the  coaching  process  F  F 

T  T  NA 

F 

T 

Participant  understands  the  Web  Application  interface  F 

T  T  T  NA 

F 

F 

burnout 

Participant  understands  results  of  self-assessment  (SA)  as  related  to  job 

F  F  F  T  T  T  NA 

applicable) 

Participant  understands  results  of  self-assessment  (SA)  as  related  to  STS  (if 
F  F  F  T  T  T  NA 

Participant  understands  the  importance  of  social  supportF 

T  T  T  NA 

F 

F 

Participant  understands  the  importance  of  self-care  F 

T  T  T  NA 

F 

F 

We  have  established  a  collaborative  working  relationship 
FT  T  T  NA 

F 

F 
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Deviation  from  protocol  (please  circle):  YES  NO 

Notes:  Please  provide  an  explanation  for  any  deviations  from  the  protocol  or  for  any  items  you 
marked  as  “Definitely  False”  above.  Also,  please  document  any  other  relevant  information. 


Coaching  Session  2: 


Date _  Length  of  Session: _ (in  minutes) 


Communication  Method:  _ Phone  _ Skype  Coach  Initials: 


Self-care  self-efficacy:  Document  the  current  level  reported  by  the  participant  in  response  to  the 
question:  “How  confident  are  you  that  you  can  establish  self-care  goals?” 

Low  123456789  10  High 

Directions:  Reflecting  on  the  coaching  session  just  completed,  please  mark  each  statement  as  it 
applies  to  your  experience  with  the  participant. 

Definitely 

Lalse  Mostly 

Lalse  A  little  bit 
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False 

A  little  bit 

True 

Mostly 

True 

Definitely  Does 

True 

Not  Apply 

F 

F  F  T  T  T  NA 

F 

We  have  established  a  collaborative  working  relationship 

T  T  T  NA 

F 

F 

Participant  can  identify  strengths  related  to  LB  F  F 

T  T  NA 

F 

T 

Participant  understands  impact  of  B/0  on  LB  areas  F 

T  T  T  NA 

F 

F 

Participant  understands  impact  of  STS  on  LB  areas  F 

T  T  T  NA 

F 

F 

Participant  able  to  choose  1-2  LB  areas  to  focus  on  during  coaching 

F  F  T  T  T  NA 

F 

Participant  understands  how  to  set  achievable  goals  F 

T  T  T  NA 

F 

F 

Participant  has  a  plan  in  place  for  routine  self-care  F 

T  T  T  NA 

F 

F 

Participant  has  plan  in  place  for  increasing  social  support 
FT  T  T  NA 

F 

F 

Deviation  from  protocol  (please  circle):  YES  NO 

Notes:  Please  provide  an  explanation  for  any  deviations  from  the  protocol  or  for  any  items  you 
marked  as  “Definitely  False”  above.  Also,  please  document  any  other  relevant  information. 

425 


Coaching  Session  3: 


Date _  Length  of  Session: _ (in  minutes) 


Communieation  Method:  _ Phone  _ Skype  Coaeh  Initials: 


Self-care  self-effieacy:  Document  the  current  level  reported  by  the  participant  in  response  to  the 
question:  “How  confident  are  you  that  you  can  achieve  your  self-care  goals?” 

Low  123456789  10  High 


Directions:  Reflecting  on  the  coaching  session  just  eompleted,  please  mark  eaeh  statement  as  it 
applies  to  your  experienee  with  the  partieipant. 

Definitely 

False  Mostly 

False  A  little  bit 

False  A  little  bit 
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True  Mostly 

True  Definitely  Does 

True  Not  Apply 

F  F  F  T  T  T  NA 

Participant  identified  potential  obstacles  to  goal  achievement  F  F 

F  T  T  T  NA 

Participant  understands  how  to  overcome  obstacles  to  achieving  goals  F 
F  F  T  T  T  NA 

Participant  understands  role  of  self-regulation  in  achieving  goals  F 
F  F  T  T  T  NA 

Participant  is  actively  engaged  in  achieving  goals  F  F  F 
T  T  T  NA 

Participant  is  actively  engaged  in  seeking  social  supportF  F  F 

T  T  T  NA 

Participant  is  actively  engaged  in  self-care  behaviors  and  activities  F 
F  F  T  T  T  NA 

Deviation  from  protocol  (please  circle):  YES  NO 

Notes:  Please  provide  an  explanation  for  any  deviations  from  the  protocol  or  for  any  items  you 
marked  as  “Definitely  False”  above.  Also,  please  document  any  other  relevant. 
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Coaching  Session  4: 


Date _  Length  of  Session: _ (in  minutes) 


Communieation  Method:  _ Phone  _ Skype  Coaeh  Initials: 


Self-care  self-effieacy:  Document  the  current  level  reported  by  the  participant  in  response  to  the 
question:  “How  confident  are  you  that  you  can  achieve  your  self-care  goals?” 

Low  123456789  10  High 


Directions:  Reflecting  on  the  coaching  session  just  eompleted,  please  mark  each  statement  as  it 
applies  to  your  experienee  with  the  partieipant. 

Definitely 

False  Mostly 

False  A  little  bit 

False  A  little  bit 
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True 

Mostly 

True 

Definitely  Does 

True 

Not  Apply 

F 

F  F  T  T  T  NA 

Participant  is  actively  engaged  in  achieving  goals  F  F 

T  T  T  NA 

F 

Participant  is  actively  engaged  in  self-monitoring  personal  indicators  of  stress 
F  F  F  T  T  T  NA 

Participant  continues  to  be  actively  engaged  in  seeking  social  support 
F  F  T  T  T  NA 

F 

Participant  actively  engaged  in  self-care  behaviors  and  activities 

F  F  T  T  T  NA 

F 

Deviation  from  protocol  (please  circle):  YES  NO 

Notes:  Please  provide  an  explanation  for  any  deviations  from  the  protoeol  or  for  any  items  you 
marked  as  “Definitely  False”  above.  Also,  please  document  any  other  relevant  information. 
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Coaching  Session  5: 


Date _  Length  of  Session: _ (in  minutes) 


Communication  Method:  _ Phone  _ Skype  Coach  Initials: 


Self-care  self-efficacy:  Document  the  current  level  reported  by  the  participant  in  response  to  the 
question:  “How  confident  are  you  that  you  can  achieve  your  self-care  goals?” 


Low  123456789  10  High 


Directions:  Reflecting  on  the  coaching  session  just  completed,  please  mark  each  statement  as  it 
applies  to  your  experience  with  the  participant. 

Definitely 

False  Mostly 
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False 

A  little  bit 

False 

A  little  bit 

True 

Mostly 

True 

Definitely 

Does 

True 

Not  Apply 

F  F  F  T  T  T  NA 

Participant  is  actively  engaged  in  achieving  goals  F  F  F 
T  T  T  NA 

Participant  is  actively  engaged  in  self-monitoring  personal  indicators  of  stress 
F  F  F  T  T  T  NA 

Participant  continues  to  be  actively  engaged  in  seeking  social  support  F 
F  F  T  T  T  NA 

Participant  actively  engaged  in  self-care  behaviors  and  activities  F 
F  F  T  T  T  NA 

Deviation  from  protocol  (please  circle):  YES  NO 


Notes:  Please  provide  an  explanation  for  any  deviations  from  the  protocol  or  for  any  items  you 
marked  as  “Definitely  False”  above.  Also,  please  document  any  other  relevant  information. 
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Coaching  Session  6: 


Date _  Length  of  Session: _ (in  minutes) 


Communieation  Method:  _ Phone  _ Skype  Coaeh  Initials: 


Life  Balance: 

Domain: _  Session  2  rating 

Current  rating _ 

Domain: _  Session  2  rating 

Current  rating _ 
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Self-care  self-efficacy:  Document  the  current  level  reported  by  the  participant  in  response  to  the 
question:  “How  confident  are  you  that  you  can  make  your  self-care  changes  a  long-term  part  of 
your  lifestyle?” 


Low  123456789  10  High 


Directions:  Reflecting  on  the  coaching  session  just  completed,  please  mark  each  statement  as  it 
applies  to  your  experience  with  the  participant. 

Definitely 

False  Mostly 


False 

A  little  bit 

False 

A  little  bit 

True 

Mostly 

True 

Definitely 

True 

Not  Apply 

F 


F  F  T  T  T  NA 

Participant  achieved  1 -month  goals  F  F 

T  NA 

Participant  can  identify  successes  F  F  F 

Participant  can  identify  next  steps  F  F 

T  NA 


F  T  T 

T  T  T  NA 

F  T  T 


Deviation  from  protocol  (please  circle):  YES  NO 


Notes:  Please  provide  an  explanation  for  any  deviations  from  the  protocol  or  for  any  items  you 
marked  as  “Definitely  False”  above.  Also,  please  document  any  other  relevant  information. 
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Appendix  J 

Additional  Session  Notes 
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Appendix  24 


SupportNet  Home  Page 


SupportNet  Assessments  Page 


r 
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SupportNet  Goals  Page 
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SupportNet  Connections  Page 
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SupportNetTake  5 


SupportNet  Resource  Room 
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Appendix  25 


University  of  Colorado 
Colorado  Springs 


Psychometric  Examination  of  a  Readiness  Scale  for  Participants  Using  an  Online 

Intervention 

Arjun  Bhalla,  M.A.,  Jordan  McDonald,  B.A.,  Nadia  A!-Tabaa,  B.S.,  Scott  Hanneman,  B.A.,  Robert  Durham,  Ph.D, 

&  Charles  C.  Benight,  Ph.D. 

University  of  Colorado  Colorado  Springs,  Department  of  Psychology 


There  has  been  a  rise  in  the  amount  of  internet- 
mediated  eHealdi  interv’entions. 

•>  High  rates  of  attrition  and  low  adherence  have 
been  present  uithin  eHealth  interv'ention 
research. 

❖  There  is  a  limited  base  of  literature  highlighting 
indi\idual  characteristics  related  to  attrition  and 
adherence 

❖  The  current  study  sought  to  standardize  the 
eHealth  readiness  scale,  m^lemented  to 
examined  individual  characteristics  assessing 
participant  readiness,  and  adherence. 

•>  Study  1  involved  initial  s'ahdaticm  of  scale 
reliabilities  and  criterion  validity. 

❖  Study  2  involved  further  validation  with  a 
participants  in  an  RCT  of  the  SupportNet 
intervention  which  aimed  to  reduce  burnout 
and  secondary-traumatic  stress  in  militai>' 
mental  health  pro%'iders 


It  was  hypothesized  that  the  eHealth  readiness  scale 
would; 

demonstrate  adequate  internal  ccmsistency  \ntb 
Cronbach's  alphas  greater  than  or  equal  to  .70  for 
Study  1  and  2. 

possess  a  ooe-&ctor  solution  structure  accounting 
for  greater  than  or  equal  to  30%  of  the  variance 
and  an  extracted  eigenvalue  relative  to  die  amount 
of  scale  items. 

establish  convergent,  predictive,  discriminant,  and 
divergent  validity  by  positively  correlating  widi 
general  self-eflBcacy.  and  SupportNet  usage 
tracking  data,  negatively  correlating  with 
technology  anxiety,  and  showing  no  relation  with 
social  desiiabilitv. 


Paiticipants 

❖Study  1: 195  undergraduates  (Age  range  =  18-51.  A/=  21.53  . 
SD  =  5.1<S). 

❖  Study  2: 57  military'  mental  health  providers  (Age  range  =  29- 
80.  A/=  49.25,  SD=  12.29). 

Scale  Deielopment 

❖  The  final  scale  contained  7-items.  27-items  were  initially 
developed  to  eocon^ass  one's  preparedness  to  engage  in 
eHealth  interventions.  Items  related  to  imeniet  self-efficacy, 
attitudes  toward  technology,  and  technology  usage  behavior. 

Measuies 

❖Technology  Amxiety  Scale  (TA;  Meuter  et  al.  2003) 
❖Marlowe-Crowne  Social  Desirability  Scale  (MCSDS;  Crowne 
&  Marlowe.  1960 ) 

❖General  Self-Efficacy  Scale  (GSE;  Scbwaizer  &  Jerusalem. 
1995) 

❖  Time  spent  on  StqiporWet  website 


>  Study  1;  Cronbach's  a  «  .81;  Study  2:  Cronbach's  a  *.83. 

>  The  scale  showed  a  positive  correlation  with  GSE.  a  negative 
correlation  with  TA.  and  no  correlation  with  MCSDS.  (see 
Table  1). 

!•  Study  1 ;  A  one-&ctor  solution  was  found  vsith  an  eigenvalue  of 
3-25.  ejqilaining  46.42  %  of  the  variance;  Study  2;  Aone-&ctor 
solution  w'as  foimd  wifii  an  eigenvalue  of  3.52,  accounting  for 
50.34%  of  the  variance. 

!•  No  correlation  was  found  between  readiness  and  duration  of 
time  spent  on  Si^JportNet,  r  (49)  =  -19.;? « .18. 


Tablet 

Corrtlanons.  Mtam.  and  Standard  Dtvianansfor  Srue^- 1  Qf  *19S) 


1 


U 


SD 


1.  eHealdi  Readiness  - 

2. TA 

3.  MCSDS 

4.  GSE 


30.6S  5.69 

23.55  9J5 

17.40  5.51 

32.05  3.56 


Sot».  **  indicates  p  ■  .01.  *  indicates^  -  .05. 


Table  2 

Readiness  Scale  Items.  Item-total  Correlations.  Cronbach's  Alpha  withont  Item  and  Factor  Loading 
for  ^  undtfgradiute  Sanqile  »  195) 


Imn 

U 

SD 

Itcm- 

totalr 

u  without 

loailifie 

1 . 1  would  be  comfortable  luing  an  mtemet-coDnected 
device  cevcial  tunci  a  treck  to  parac^acc  m  a  lifestyle 
mtervennon 

4.13 

1  32 

55 

.75 

.65 

2. 1  feel  lliat  my  previous  expeneoces  wub  online 
technologies  are  impwtant  to  my  success  with  using  a 
lifestv'le  int^'omon 

4.31 

1.18 

.50 

.76 

3.  Usmg  mternet  technologies  makes  me  more  efficient  m 
mv  daily  functioiiing 

4.70 

1.09 

63 

.74 

.79 

4.  I  believe  that  I  am  able  to  make  good  use  of  mtemet 
websites  and  web  appbcabcns 

5.10 

.80 

.61 

.75 

.77 

5.  Usmg  internet  technolopes  provide  me  with  a  fcelmg 
of  independence 

4.41 

1-13 

-51 

.76 

69 

6. 1  enjoy  the  challenge  of  figuring  out  the  diffeent 
fancnons  ofwebsaes  and  web  aj^hcanous 

3.90 

1.41 

49 

.77 

6i 

7. 1  use  an  mtemet  ctmnected  device  to  keep  track  of  my 
liftstvle  (e.e..  dailv  tasks,  eoals.  and  meetings) 

4.12 

1.53 

44 

.78 

56 

.VoM.  a  without  Item  =  Overall  Cnnihach's  ah>ha  of  scale  if  diat  paitmlar  iti 
Factor  loading  was  from  PCA  analysis. 


❖  Results  showed  the  eHealth  readiness  scale  items  demonstrate  good  internal 
consistency  and  a  stable  one-factor  solution. 

❖  Results  indicated  the  eHealfii  readiness  scale  is  a  sufficient  criterion  valid 
measure  of  self-efficacy  and  ease  uith  technology  usage. 

❖  Contrary  to  the  hypothesis,  results  did  not  illustrate  any  significant  relation 
between  eHealdi  readiness  and  time  spent  on  the  Supporfi4ct  website.  Thus 
predictive  validity  was  unable  to  be  estabhsbed  for  the  scale. 

❖  Small  sample  size  (n  =  51)  and  non-normal  distribution  of  usage  data  likely  bad  a 
significant  impact  on  results. 

❖  Other  limitations  included  a  specific  sample  (for  Study  2)  and  no  measure  of 
temporal  stabihty. 

❖  Those  deemed  "rea^’’  may  not  necessarily  use  interventions  more. 

❖  Future  research  should  focus  on  further  examining  the  relationship  between 
readiness  and  eHealth  intervention  usage  uith  a  larger,  general  sample  of 
participants. 

❖  Quality  of  web-intcT\'ention  modules.  naugabiUty.  and  smictuxc  of  eHealth 
programs  should  also  be  examined  in  relation  to  readiness  and  usage  to 
determine  the  effect  of  system  design  on  adherence. 
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Appendix  26 


1  University  of  Colorado 

->upporiNet  for  Mi-iary  r  *  Nivioral  ICc  -ncare  .Providers: 

Email:  cye8gerQiiccs.edu 

Trauma,  Health,  and  Hazards  Center 

Website  Engagement  &  Job  Bumout 

.  m.R.,:  •...tWSv  0^,1,  . 

Website:  www.uccs.edutthhc 

Abstract 


The  peeeem  stutfy  invesDgeted  the  relaeonshp  Oecweeo 
thereductionoffobbtfnout  inarandomized  controtled  tfiel.  We  exanwied  both  sutiieclive and 
objective  measures  ot  engagement  and  how  they  affect  the  redocOon  of  job  butnouL  We  general' 
o^edive  engagement  measunes  based  on  participants'  usee  hetory.  Resists  showed  small  lo 
mediian  negabve  corretabons  boeaecn  engagement  and  job  burnout  The  number  of  ureque  pag 
vtsllad  eras  significantly  correlated  with  sutyective  engagement  m  ~  ' 

Ibr  oonetations  among  job  burnout  and  subjeettve  engagement  measures  were  ciseussed 


>en  objective  and  subjective  engagement  measures,  the  nvanber 
isited  < objective)  was  strongly  correlated  with  subjective  measures  of 
Table  Sj- 


Introduction 


>  With  die  rapid  advances  in  computer  technology  and  inu 
trend  n  the  prevision  of  mental  health  interventions  over 
&  Becker-Blease.  2007). 

•  Research  has  shown  posibve  psychological.  bchavioraL 
al..  2000:  Tate  0  Zabmski.  2004)  ter  those  that  user 


the  Internet  (Wets.  Miiehetl.  Fmkelver. 

(Cavanagh.  el 


'  a  sigraftcant  elfect  on  key  outootnes  and  quality 


(Eysenbach.  2005:  Ybama  &  Ealorv  2005). 

•  AsaresulLthedegreeofengagementcanh 
of  He  intact  (Bermet!  &  Glasgow.  2000). 

This  study  eaaniined  the  objective  and  subjective  measures  of  engagement  and  how 
engagement  affects  the  reduction  of  job  burnout  in  a  randomized  controlled  trial  (RCT)  for 

SupporiNet.  a  web  mtervenMn  developed  to  reduoejob  burnout  by  enhancing  seV-ellicacyfind 
social  support  among  mtitary  behavioral  healthcare  pT' 


Social  Meekbitdng? 
tow  often  (Frequency) 
SipportNet  use  n  geneial 
GodSettng 
Self-Assessment 
ReseuroeRoom 
Social  Networlcng 


123.6 

6.7t 

12.07 


Mwar 

*cmb  r 

Mmpps/ 

Toia 

mim  Mii«« 

OBwSiHb  Me* 

.28 

2B  .33 

.56' 

-15 

.37 

mmosH  .39 

.16 

.21  .33 

.49 

.14 

.51 

-.01 

.05  .06 

.43 

.09 

.20 

imiiiiiiiiiiiiiii 

.20 

211  21 

.60' 

.41 

-47 

.36 

.11  06 

2^ 

-.00 

-.06 

.37 

.46 

.40  .50 

.63' 

.26 

.19 

WHI  ^ 

.41 

34  .48 

.45 

-.09 

.53 

.36 

.36  .43 

.50 

.26 

-.04 

32 

.04  .05 

it 

-.10 

Discussion  | 

This  study  examined  (t)the  degree  to  which  web  engagemem  Mluences  Swreek  job 
burnout  outcomes;  (2)  the  dfferences  in  siAjectrve  and  cbjective  measures  when  correlated  to 
job  bumouL  and  (3)  the  relationships  between  subjective  and  objective  engagement  measures. 

•  Job  burnout  disengagemeni  subscale  is  an  ndcator  of  the  behavioral  aspect  of  jcb  burnout. 
■  Partic^ants  who  reportedfeekng  disengaged  from  theirjabs  also  perceived  Imvweb 

engagement. 

•  Amongobjectivemeasuresofengagement  nosuchpaoemwasshown. 

•  Parlieipanis  who  used  more  featuresofthe  web  ritervention  perceived  themselvestobe 
more  engaged  wk 


U.S.  Wilary  behavioral  healthcare  providers  (N  =  IS.  80  0%  female,  mean  age  =  46.07). 
tiidusion  criteria 

•  Wetting  at  least  one  year  as  a  healthcare  provider  (e.g..  physioan.  niaseX  dlrscal  psy^wloipK 


Job  Bumout  Time2 

Self- 

Asm  MwIq  SeOng 

Res 

Rm 

niieitwy 

SmntlNel  Goal  SeK-  Res  Sooti 

use  Setting  Asn  Rm  Minkg 

Future  sbKtes: 

>  Identify  ch  jrzctenstics  of  participents  most  Nkefy  id  disengage 

•  Indude  addnonal  soozl  cogrnbve  predictiDrs  of  engagement  such  as  outcome  expeesatiens. 

-.11  .00  -.44 

-.36  -  44  -.43  --30  J» 

perceived  need,  and  self-efficacy. 

-.01  -12  -.27 

'  -09 

-31  -26  -2B  -.27  -11 
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Colorado  Springs 

Trauma.  Heattr,  and  Hazards  Center 


SupportNet:  PreliminatY  Results  of  a  Randomized  Controlled  Trial 

Kotaro  Shoji,  Frederick  Gibson,  Roman  Cieslak.  Valerie  Anderson,  Judith  Bock, 
Lisa  Decker.  Carolyn  Yeager.  &  Charles  C.  Benight 


|MpQ  Unttrersily  of  Colorado 
Colorado  Springs 
Trauma,  Heallti,  and  Hazards  Center 


Abstract 


The  present  study  examined  the  elfectiveness  of  the 
SupportNet  intervention,  desigrted  to  reduce  job  burnout 
among  behavioraJ  healthcare  providers  for  U.S.  mititary 
personnel  in  a  randomized  controlled  trial  (RCT). 

SupportNet  is  an  online  intervention,  developed  based  on  a 
theoretical  framework  of  social  cognitive  theory,  designed  to 
reduce  job  burnout  by  erVtancing  self-efficacy  and  social 
support.  Results  of  the  RCT  showed  a  significant  reduction 
in  job  burTKKJt  among  participants  who  used  SupportNet  with 
a  coaching  componertt  Findings  are  discussed  to  relation  to 
the  coaching  component  of  the  intervention. 


Figure  1.  The  Flow  of  the  RCT 


Introduction 


•  Behavioral  healthcare  providers  for  military  persorY>el  are 
often  exposed  to  todirect  trauma  through  their  work  with 
clients;  the  rate  of  secorKlary  traumatic  stress  (STS) 
among  these  providers  has  been  estinrated  at  19.2% 
(Cieslak  et  ai.,  2013). 

■  Because  STS  is  highly  correlated  with  job  buiTKXJt  these 
providers  experience  a  high  probability  of  suftoring  the 
effects  of  burnout. 

*  We  developed  the  SupportNet  intervention  (website  and 
professional  coaching)  to  reduce  job  burrHxit  among 
military  b^ravioral  he^care  providers. 

Objective;  This  study  examined  the  effectiver>ess  of  the 
SupportNet  intervention  in  reductog  job  burnout  among 
military  behavioral  healthcare  providers  to  the  U.S.,  using  a 
rartoomized  controlled  trial  (RCT). 


SupportNet  Intervention 


SupportNet.  devetoped  based  on  the  theoretical  framework 
of  social  cognitive  theory,  is  a  web4>ased  intervention  aimirtg 
to  reduce  job  burnout  among  U.S.  miktary  behavioral 
healthcare  providers.  StfoportNet  consists  of  six  activities 
(self-assessment  goal  setting,  life  balance,  resources, 
relaxation,  and  social  r>etworkir)g  goal  enhancement).  For 
one  group,  coaches  guided  users  through  once  a  week  30- 
mtoute  sessions  on  the  website  use  arxl  life  improvement 
Coaches  helped  users  set  14)  a  goal  in  the  go^  settir>g 
activity  ar>d  check  the  progress  on  user's  goal  achievement 


8-we«k  interv«nt>on 
imth  coacn 


Pre-teA  i»b 

bvmout  assessment 

Post-ten:  Job 

burnout  assessment 

follow-up:  Job 

bumovt  assessment 

S-week  interaention 

Control  with  no  coach  8  weeks 

Pre-tcA  i»b 

burnout  assessment 

- 

Post-ten:  Job 

burnout  assessment 

- 

follow-up:  Job 

burnout  assessment 

To  compve  job  burnout  pre-,  post-,  ar>d  follow-up  RCT 
between  the  two  groups,  we  conducted  a  3  (time;  pre-RCT 
vs.  post'RCT  vs.  follow-up)  by  2  (group)  mixed  analysis  of 
variance  (ANOVA)  for  both  completers  and  using  the  intent- 
to-treat  analysis. 

♦  Completere  analysis  (nT„«p.«rt;=  11.  nccwt,  =4). 

♦  Intent-to-treat  analysis  (rvrreaimem®  42,  =  22). 

■  Last  Observation  Carried  Forward  method. 

Figure  2.  I  rnoMM  I 

CONSORT  I  *.*•—".'**.  I 

Chart 


No  significant  main  effect  for  time,  F(2. 26)  -  1 .32.  p  »  .28, 
partial  eta-squared  » .09. 

No  significant  main  effect  for  the  group,  F(1, 13)  =  0.12,  p  = 
.73,  partal  eta-squared  =  .01. 

Significant  interaction  effect  between  the  group  and  time,  F(2, 
26)  B  3.78,  p  s  .04.  partial  eta-squared  «  .23  (see  Figure  3). 

Fifure  2.  Interaction  Effect  between  Group  and 
Time  on  lob  Burnout 


51-5 


DDII 


Pre-RCT  Post-RCT  Follow-Up 
Follow-up  tests  in  the  treatment  group 

♦  Pre- and  post-RCT(p<  .01) 

•  Pre- and  fbilow-up  (p  =  .01) 

The  intent-to-treat  analysis 

*  Corrsistent  results  for  the  omnibus  tests  with  the 
analysis  wito  completers. 


1 

.  *  ^ 

CM 

*  No  Significant  differences  in  the  follow-up  tests. 

^ — 1 

^2 

fw1iM2 

in-b 

1  Discussion  | 

OMNa 


Method 


Participants  were  64  behavioral  healthcare  providers  working 
with  military  personr>el  to  the  U.S.  who  completed  the  pre-test 
survey.  Among  those  64  participants.  15of  them  completed 
the  intervention. 

inclusion  criteria 

(a) Working  at  least  one  year  as  a  healthcare  provider  (e.g., 
physician,  nurse),  clinical  psychologist  courtselor,  or 
social  worker. 

(b)  Being  indirectly  exposed  to  trauma  through  interaction 
with  patients. 

(c)  Job  burnout  (Haibesleben  &  Demerouti.  2005)  scores  >  2.0. 


Results 


Table  1.  Demographic  kifurnHlion  and  lilleans  and 
Standard  Deviattons  for  Job  Burnout  for  Completers 


0-. 


The  results  of  present  study  showed  participants  who 
used  the  SupportNet  with  coaching  guidance  reduced  job 
burrxHit  after  the  8-week  intervention  more  than  the  other 
group. 

*  Job  burTKMJt  among  those  who  participated  without 
coach's  guidance  was  not  different  between  pre-  and  post- 
RCT 

■  These  results  indicated  that  the  coaching  component  with 
online  support  effective  in  this  population.  Behavioral 
healthcare  providers  may  prefer  face-to-face  interaction 
rather  than  working  soie^  online. 

*  Unclear  whether  coaching  alor>e  or  coaching  with  an 
online  system  would  be  most  effective. 

Limitations: 

•  Dropouts 

*  Er)gagemerTt  to  the  toterverrtion 
Future  studies; 

•  Apply  the  coach-online  intervention  model  for  other 
populations  (e.g.,  firefighters,  medical  protoders, 
teachers). 

*  Increase  er>gagement  in  the  intervention. 
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Appendix  28 


The  Psychometric  Validation  of  a  Readiness  Scale  for  Participants  in  an 
Online  Intervention  for  Burnout  and  Secondary  Traumatic  Stress 

Arjun  Bhalla,  M.A.,  Robert  Durham.  Ph.O.,  Carolyn  Y^eger,  M.S.,  Emily  Luther,  B.A.. 

Fred  Gibsoi^  Ph  D.,  &  Charles  Benight,  Ph.D. 

University  of  Colorado  Colorado  Springs 


PsinapAnts  CMi^leted  as  online  quesoomuue  uidi  se\’enl  pre> 
ULten'eitfion  outcome  measures. 

Inchistoii  ditena.  N&htan'  mental  health  pnnider  (on  off-post) 
n-oikmf  widi  indniidiuds  nidi  PTSD  on  castioad.  a  scaled 
burnout  score  of  2  (Oat  of  5), 

Isdixidoals  niio  met  the  stated  chtena  were  then  cratacted  to 
request  dieir  pamcqianon  m  a  controlled  tnal  of  SiqportiCet. 
Pamapanis  were  randomized  to  one  of  diree  eapenmennl  poops 
(See  Fifoie  1). 

Rcsnlts 

Cronbach's  a  -.83 

A  one-&ctor  sohttioa  was  found  with  an  eigem'alne  of  3.52, 
accountini:  for  50.34*f  of  the  vanance. 

Cocrelanoos  bemeen  die  eHealth  teadiness  scale  and  out 
measures  of  the  Si^ipoi^et  inteT\'eation  are  Uhistrated  on  Table  1 . 
Statistics  firr  mdnidnal  items  are  ilhtstraied  on  T^le  2. 

No  conelaoon  was  found  bemoen  readiness  and  duratioa  of  time 
spent  on  St^ipord^et  r  (49)  =  •.  19. p  =  .18. 

Addmonalh*.  an  nn'erse  coireUnon  bem-een  eHealth  readiness 
andbumootscores  wasfbusd.r(51)  =  -29.p=  04 


•  «  «  a  •  s  I 


Introduction 

There  has  been  a  nse  m  the  amount  of 
mtemetHsediated  eHealth  uBervennam. 
High  rates  of  attrinon  and  low 
adbeience  have  been  present  within 
eHealdi  isterx-eniioo  tesearcb. 

There  is  a  limited  base  of  literature 
hiyhhfhnny  mdiMdual  chaiactenstics 
related  to  attntion  and  adherence 
Results  of  the  inmal  t-alidation 
coDctnded  die  ^iealth  readiness  scale  as 
bem$  an  uuenially  rebable  (o  -.81)  and 
criterion  \*alid  measure  of  self-effKac>^ 
and  ease  widi  technolosv  usage  (Bhalla. 
2014). 

The  curmt  smd>'  sought  to  assess  die 
psychometnc  properties  of  die  eHealth 
readiness  scale  in  an  RCT  of  the 
St^porffCet  mten'entioD.  winch  aimed 
to  reduce  burnout  and  secondaiy- 
traumanc  stress  in  miUtai>’  mental 
health  proMdos 

H^•pothese5 

It  was  Inpothesized  diat  the  eHealth 

readiness  scale  would: 

demonstrate  adequate  internal 
consistencs’  wah  Cronbacbs  alphas 
greater  than  or  equal  to  .70. 
possess  a  one-factor  solnoon  smicture 
establish  predicm'e  \'alidit>'  by 
positic'ely  cacrelanng  Si^pord^t  usage 
tracking  data. 


Methods 

Partirqiaats 

•  57  milrtar>'  mental  health  pro\'sders 
(Age  range  =  29-80.  Af  =  49  25.  SD  = 
12.29). 

•  Recruited  through  research  pamcqiaaon 
soiKiiaaoQS  via  emails  through  woik 
places,  professional  LISTSERL's  and 
cold  telephone  calls 

Scale  DevclopDeiit 

•  The  final  7.i«n  scale  was  deT-eloped  to 
compass  one's  preparedness  to 
engage  m  eHealth  inters'ennons. 

•  Items  related  to  inmmec  self-efficac}'. 
attitudes  mward  technolog>'.  and 
technolog>'  usage  behasior 

Measures 

•  The  eHealth  Readiness  Scale 

■  Oidcnbarg  Burnout  Inventory  (OLBI: 
Halbesleben  &  Demeroun.  200^  16- 
Item  scale  on  a  5-poiiu  Liken-npe  scale 
(1  -  stroogl)*  disagree  and  5  -  strongly 
disagree). 

■  Secondary  Traumatic  Stress  Scale  ( 

(STSS:  Bride  et  al..  2004)  17-nem  scale 
using  a  6-point  Liken-t>pe  scale 
ranging  from  scale  ^  -  nex-er  and  5  - 
xwrs'oftezO 

•  Sui^rtNet  Intervention  Usage  |j 

Tracking  Data  Metrics  for  each  I 

paracipant  's  logins,  and  duratioa  off  I 

usage  I 


Table: 

Mtadimzs  Scaitism:.  tmn-msaJ  Conwianon:.  Oandacfi's 
a^pfuMH/icurliinn  ipui  Facw  Lot^mgjbr  MCT  Sunlit 


_  Item-  .  Factor 

,  without 

total  r  loading 


442  1  32  60 


4  95  19 


432  124  64 


3  96  liO  71 


84 


Table  I 

CorrmaaoK.  UuK,  and  SeandCTd DtyiaooK Jbr  (.Vs52) 


Measure 

1  2 

3  4  5 

6  7 

M 

SZ> 

IReadmess 

-  -29* 

-.18  -21  .W 

-03  -  .10 

30.23 

6.22 

2  OLBI 

- 

74**  -14  -25 

-12  -11 

43  81 

1075 

3  STSS 

-  -31*  -06 

-04  -.07 

37  85 

1365 

4  Gender 

-  -23 

-10  05 

127 

.45 

5  Age 

- 

28*  27 

4942 

1231 

6  sLoexcs 

-  81** 

381 

3.78 

7  Dunooc 

- 

41 19 

10715 

1  1  would  be  ccoforabie 

tiong  an  miefnei-cooDected 

device  ses'cral  times  a  week  440  131  48 

to  pamc^iate  in  a  lifesnle 

nrlm« 

2. 1  that  nw  previous 
eicpoience  wiA  online 

leduioloQes  ate  mportact  4 19  1 41  52 

ID  nrv'  suaesi  with  usuig  a 
hftstyle  imecvennon 

3.  ITsmg  mtonet 
lechnolopes  makes  me 

mrr»  m  mv  Aiilv 

fTtnmnfTirg 

4.  I  believe  that  I  im  able  to 
mdte  eooduseofuitecDeit 
web  strand  web 
appiacatiOQs 

5.  Usmg  iiitcniet 
tedmolooes  provide  me 
wnfa  a  feeling  of 

mAa^itinAmrp 

6. 1  ei^oiv’  the  challenge  of 
fieamg  out  the  diffear 
fimcnocs  oftrebsues  and 
w^  apphcauons 
lluseaniaemet 
coimeaed  devxe  to  keep 

trackofmv- jiesi>ie(eg.  3  88  150  56 

daih'  tasks,  goals,  and 


.Vmu.  a  wnhaut  nem  s  Oeeafi  Cnobach's  a^  of  scale  if  tfaw 
panicjlar  were  to  be  ranoved.  Factor  loading  was  from 
PC  A  analysis 


Dhcussion 

Results  demonstrate  scale  items  to  have  a  good  iniemal 
coosistencv’  and  a  stable  coe-^ctor  sohmon 
Cootran'  to  die  bvpodiesis.  results  did  not  lUnstrate  aii>’ 
ufTiifiranr  relation  between  eHealth  readiness  and  time 
spent  on  the  StqponNet  webstte  Thus  predicuve 
vabdity  was  unable  to  be  established  for  the  scale. 

Small  sample  size  (n  ~  51)  and  non-normal  distribunoD 
of  usage  data  likeh’ had  a  significant  myaa  on  results. 
Other  limitations  included  a  specific  sample  and  no 
measure  of  teznporal  stabalit}’ 

Those  deoned  ’Tead>~  mav'  not  necessarilv’  use 
mtervennons  more 

Future  research  should  focus  on  funher  examining  die 
telatimish^  between  readiness  and  eHealth  mten-enrion 
usage  with  a  larger,  general  sazqile  of  participants 
Quality  of  web-interv'einon  modules,  navigabilitv*.  and 
structure  of  eHealth  programs  should  also  be  examined 
m  relanon  to  readmess  and  usage  to  determine  the  effect 
of  sv'siem  desisn  on  adherence 


.Volt  OLBI  =  Oldmbwg  Burnout  hiveDSory.  STSS  =  Secondarv-  ThRunsic 
Stress  Scale.  •  Logins  =  Number  of  tunes  parudpacts  logged  mto 
SuppordCet  Dura^  -  Time  spot  on  SupportNet  in  muues  **  indicates 
p<  .01.  *  mdiciKs/^  05. 
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Effects  of  Sexual  Assault  Histoiy  on  the  Relationship  Between  Secondaiy 
Traumatic  Stress.  Job  Burnout  Self-EfFicacy.  and  Burnout  for  Militaiy 

Mental  Health  Pro\'iders 

Gma  Boesdorfei.  B.  A.*  Ci>’stal  Nichols.  B.S.',  Kotaio  SbcjL  Ph.D.'.  Fredenck  Gibson.  PhX).'.  and  Charles  C.  Benight.  PhJ)‘  - 
^Trauma.  Health  &  Hazards  Center,  •Dq>artmenro/Ps}cholog},  Unh’ersin  of  Colorado  at  Colorado  Springs 


Introduction 


Althougil  all  mental  health  prmider; 
are  at  nsk  for  erpenencmg  die 
effect:;  of  secondaiy  traumanc  stress 
(STS)  and  job  burnout  (JB).  those 
with  a  sexual  assault  (SA)  history 
may  be  e\‘^  more  sensitise  to  dus 
stress  and  more  likely  to  deselop  JB 
(Maier.  2011).  Job  bumout  self- 
efficacy  (JBS£)  may  sa\e  as  a 
mediating  mechanism  between  STS 
and  JB  because  a  behef  m  your 
ability  to  manage  stressors  offen 
changes  how  challenges  and  goals 
are  approached  and  dealt  widi 
(Alarcon.  2011;  Bandura.  1978;  Lee. 
2011).  These  \'ahables  tvete 
examined  m  militarv  mental  health 
pro\*iden  with  and  without  a  SA 
histon*.  It  was  predicted  that  (a)  STS 
would  predict  lower  lei  els  of  JBSE. 
(b)  highei  le\-els  of  JBSE  would 
piedict  lower  levels  of  JB.  and  (c)  SA 
status  would  moderate  whether  JBSE 
mediates  the  relationship  betu'een 
STS  and  JB. 


Methods 


This  project  examined  mihtaiy* 
mental  health  proMders.  bodi  ci\ilian 
and  actrs'e  dut>'.  All  oo-post  Army 
m^tal  healdibehaMoral  health 
proxiders  and  select  western  regiosi 
Tncare  pro\nders  W'ere  sent  an  email 
descnbmg  the  focus  of  the  study  and 
the  study  link.  Participants'  ages 
ranged  from  29  to  80  >'ears  old. 
Pamc^ants  were  65?»  female  and 
50*i  had  a  doctoral  degree.  Out  of  77 
participants.  37  had  a  presaous 
history  of  sexual  assauh.  SAwas 
defined  as  rape  or  attempted  lape. 
unw’anted  sexual  experience 


Results 


Figure  1.  The  indirect  effect  of  job  burnout  self-efficac)’  in 
the  relatioDship  between  secondan'  traumatic  stress  and  job 
burnout  with  sexual  assault  histon*  as  a  moderator 

For  those  with  a  sexual  assault  histon* 

JBSE 


JB 


For  those  without  a  sexual  assault  histon* 

JBSE 


JB 


Note:  *p  <  0.05;  **p  <  0.01.  The  coefficients  between  JBSE 
and  JB  w'as  marpnalh*  significant,  p  =  .06. 


A  moderated-medution  anal>'sis  showred 
the  indirect  effect  of  JBSE  m  die 
relationship  between  STS  and  JB  w’as 
dependent  on  SA.  The  mdirect  effect  was 
significant  wrhen  participants  did  not  has'e 
SA  eicpenence  (B  -  0.09.  Bootstrap  95% 
Cl  =  0.02  -  0.20).  Howrev^.  theie  was  do 
such  mduoct  effect  when  participants  had 
SA  histoay  {B  =  0.00,  Bootstrap  95%  Cl  = 
-0.03  -  0.08).  Indnadoals  wndi  a  SA 
history  had  hi^ier  le\*els  of  STS  than 
those  without  a  SA  history,  f(75)  =  2.20. 
p  =  0.03.  There  was  not  a  significant 
difference  betw*een  those  with  a  SA 
history*  and  diose  widiout  a  SA  histmv  for 
JB./(75)  =  0.06,p  =  0.95.orJBSE.  ' 
t(75)  = -0.11.  p*  0.92. 


Table  1 

Coneia&ons  .Among  Study* 
Vbnabks 


Secoodai)’ 

Traumatic 

Stress 

Job  Bumout 

Job 

Bumout 

.02 

1 

Job 

Bumout 

Self- 

Efficacy 

-.35»* 

4).35« 

.Vow  ♦p<.05;**p<.01. 


Discussion 


The  results  suggest  that  JBSE  serves  as  a 
self-regulatory*  role  by  which  STS  relates 
to  JB  m  provida*s  without  a  SA  history. 
For  those  w’lth  a  SA  history,  the  distress 
caused  by  the  trauma  may  ovonde  the 
buffenng  effect  diat  JBSE  has  on  the 
relationship  betw*een  STS  and  JB.  These 
proy*iders  may  have  unique  challenges 
and  self-regulatory*  processes  related  to 
STS  and  JB  that  should  be  explored 
further. 
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Appendix  30 


_ o 

•_  ^ ; 

'  ESTSS  * 

an&.vuiiis 

XIV  Conference  of  European  Society 
forTraumatic  Stress  Studies 

Trauma  in  Changing  Societies: 
Social  Contexts  and  Clinical  Practice 

10-13  June  2015  Vilnius,  Lithuania 
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ORAL  PRESENTATION  SESSION:  Secondary  traumatization. 

Chair:  Roman  Cieslak 

June  12th,  2015,  16:15-17:45,  Hall  GAMMA 


1.  What  are  the  best  predictors  of  PTSD  in  Portuguese  firefighters? 

Angela  Mala,  Ricardo  Pinto,  Sandra  Henriques,  Claudia  Carvalho,  Ines  Jongenelen 

2.  Mental  health  help-seeking  amongst  police  officers  with  a  military  background:  A 
theoretical  model  based  on  social  identity. 

Liz  Royle 

3.  Trauma  exposure,  coping  strategies  and  family  support:  a  Portuguese  volunteer 
firefighters  sample. 

Rafaela  Lopes,  Angela  Maia 

4.  Which  comes  first,  job  burnout  or  secondary  traumatic  stress? 

Roman  Cieslak,  Kotaro  Shoji,  Magdalena  Lesnierowska,  Ewelina  Smoktunowicz, 

Judith  Bock,  Charles  C.  Benight 
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Which  Comes  First,  Job  Burnout  or  Secondary  Traumatic  Stress? 


Roman  Cieslak, 

Kotaro  Shoji, 

Magdalena  Lesnierowska, 
Ewelina  Smoktunowicz, 
Judith  Bock, 

Charles  C.  Benight 
Aleksandra  Luszczynska 


ryrgmg  University  Of  Colorado  msMPs 
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First  Things  First 


This  study  was  supported  by: 

1.  The  grant  awarded  to  Charles  C.  Benight  and  administered  by  the  U.S.  Army  Medical 
Research  and  Materiel  Command  and  the  Telemedicine  and  Advanced  Technology 
Research  Center  at  Fort  Detrick,  Maryland,  under  Contract  Number  W81XWH-11-2-0153; 

2.  The  grant  from  the  National  Science  Center,  Poland  (N  N106  139537)  awarded  to  Roman 
Cieslak. 


The  views  expressed  in  this  presentation  are  solely  those  of  the  authors  and  do  not 
represent  an  endorsement  by  or  the  official  policy  of  the  U.S.  Army,  the  Department  of 
Defense,  or  the  U.S.  government. 


Shoji,  K.,  Lesnierowska,  M.,  Smoktunowicz,  E.,  Bock,  J.  Luszczynska,  A.,  Benight,  C.,  &  Cieslak, 
R.  (in  preparation).  What  Comes  First:  Job  Burnout  or  Secondary  Traumatic  Stress?  A 
Longitudinal  Investigation  of  Bidirectional  Relationships. 
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Consequences  of  Direct  and  Indirect  Exposures  to  Traumatic  Events 
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Prevalence 


Prevalence  of  job  burnout: 

•  reaches  up  to  67%  among  mental  health  workers  (Morse  ,  Salyers  ,  Rollins,  Monroe-DeVita, 
Pfahler,  2012) 

The  prevalence  of  secondary  traumatic  stress  (STS): 

•  15.2%  among  social  workers  (Bride,  2007) 

•  19.2%  among  U.S.  mental  health  providers  working  with  the  military  (Cieslak,  Anderson, 
Bock,  Moore,  Peterson,  Benight  (2013), 

•  39%  among  juvenile  justice  education  workers  (Smith  Hatcher,  Bride,  Oh,  King,  Catrett,  2011) 
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STS:  Definitions 


Secondary  traumatic  stress  (also  called  secondary  posttraumatic  stress;  secondary  PTSD)  is 
usually  conceptualized  as  reactions  resembling  PTSD  and  thus  includes  symptoms  that  are 
parallel  to  those  observed  in  people  directly  exposed  to  trauma  (Bride  et  al.,  2004) 

-  Secondary  Traumatic  Stress  Scale  (STSS;  Bride  et  al.,  2004),  17  items  to  measure  three 
clusters  of  symptoms:  intrusive  re-experiencing  of  the  traumatic  material,  avoidance  of 
trauma  triggers  and  emotions,  and  increased  physical  arousal  (Bride  et  al.,  2004)  (see 
criteria  B,  C,  and  D  for  PTSD  in  DSM-IV). 

Vicarious  trauma  focuses  on  cognitive  effects  of  indirect  exposure.  A  negative  shift  in 
worldview  occurs  as  a  result  of  an  empathetic  engagement  with  clients'  or  patients' 
traumatic  material  (Pearlman,  1996). 

-  Traumatic  Stress  Institute  Belief  Scale,  Revision  L  (TSI-BSL;  Pearlman,  1996)  measures 
vicarious  trauma  and  accounts  for  cognitive  disruptions  in  the  five  schema  areas:  safety, 
trust,  esteem,  intimacy,  and  control. 

Compassion  fatigue  is  defined  as  a  reduced  empathic  capacity  or  client  interest  manifested 
through  behavioral  and  emotional  reactions  from  exposure  to  traumatizing  experiences  of 
others  (Adams,  et  al.,  2006). 

-  Professional  Quality  of  Life  (ProQOL;  Stamm,  2010). 
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Job  Burnout:  Three-Component  Definition 


Job  burnout  may  be  defined  as  "a  prolonged  response  to  chronic  emotional  and 
interpersonal  stressors  on  the  job,  and  is  defined  by  three  dimensions:  exhaustion, 
cynicism,  and  inefficacy"  (Maslach  et  al.,  2001,  p.  397). 

-  The  Maslach  Burnout  Inventory  -  General  Survey  (MB\-GS;  Maslach  etal.,  2001). 

-  The  MBI-Human  Services  Survey  -  in  occupations  requiring  contact  with  patients 

-  the  MBI-Educators  Survey  -  for  professionals  working  with  students  or  pupils 


SE-JB 

-.609 -.224 

-.327 

SE  -  Exhaustion 

-.549 -.007 

-.306 

SE  -  Depersonalization/cynicism 

-.561 --.050 

-.325 

SE  -  Lack  of  accomplishment/inefficacy 

-.836  -  -.068 

-.487 

Shoji,  K.,  Cieslak,  R.,  Smoktunowicz,  E.,  Rogala,  A.,  Benight,  C.,  &  Luszczynska,  A.  (in  press).  Associations  Between  Job 
Burnout  and  Self-Efficacy:  A  Meta-Analysis.  Anxiety,  Stress,  &  Coping.  doi:10.1080/10615806. 2015. 1058369 
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A  Two-Dimensional  Job  Burnout  Framework 


A  two-dimensional  job  burnout  framework  focuses  on 

*  exhaustion  and 

•  disengagement  from  work,  defined  as  "distancing  oneself  from  one's  work  and 
experiencing  negative  attitude  toward  the  work  objects,  work  content,  or  one's  work  in 
general"  (Demerouti,  Bakker,  Vardakou,  &  Kantas,  2003,  p.  14). 

-  The  Oldenburg  Burnout  Inventory  (OLBI) 

Burnout  defined  as  "a  consequence  of  intensive  physical,  affective,  and  cognitive  strain, 
i.e.,  as  a  long-term  consequence  of  prolonged  exposure  to  certain  job  demands" 
(Demerouti  et  al.,  2003,  p.  14). 
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Description  of  Analyzed  Material 


/f  =  41  original  studies 
N  =  data  from  8,256  workers  were  analyzed 

Sample  sizes:  varied  from  13  to  961  participants  (M  -  198.63  ,  SD  =  205.48) 

Gender;  59.03%  of  women  in  the  average  sample 

Occupational  groups: 

•  therapists,  mental  health  professionals,  social  workers,  and  counselors  (36.58%;  k  -  15) 

•  emergency,  ambulance  or  rescue  workers  (12.20%;  k  =  S) 

•  child  care  workers  and  child  healthcare  providers  (9.76%;  /c  =  4) 

•  nurses  (7.32%; /c  =  3) 

•  forensic  specialists  (4.88%;  k  =  2) 

•  chaplains  (4.88%;  k=  2) 

•  and  other  non-categorized  professionals  (24.39%,  k  -  10) 
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Conclusions  in  the  Meta-Analysis 


Conclusion: 

•  There  is  a  strong  correlations  between  STS  and  JB  (r  =  .691;  48%  of  shared  variance) 

•  Cultural  and  methodological  factors  might  be  responsible  for  the  size  of  the 
correlations. 

Question: 

•  Coexistence  or  causal  relationship  between  STS  and  JB? 
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Aims  of  the  Study 


We  aimed  at  testing  the  directions  of  the  associations  between  job  burnout  and  STS 
Hypotheses  were  tested  in  two  longitudinal  studies 

In  particular,  we  explored  the  following  three  alternative  hypotheses: 

1.  Job  burnout  at  Time  1  would  predict  STS  at  Time  2  whereas  STS  at  Time  1  would  not 
predict  job  burnout  at  Time  2. 

JB  ^  STS 

2.  STS  at  Time  1  would  predict  job  burnout  at  Time  2  whereas  job  burnout  at  Time  1  would 
not  explain  STS  at  Time  2 

STS  ->  JB 

3.  Job  burnout  at  Time  1  would  explain  STS  at  Time  2  and  STS  at  Time  1  would  predict  job 
burnout  at  Time  2 

JB  STS 
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study  1:  U.S.  behavioral  healthcare  providers  working  with  military 
personnel  suffering  from  trauma 

Study  2:  Polish  mental  and  healthcare  professionals  working  with  civilians 
exposed  to  various  traumatic  experiences 

Inclusion  criteria: 

Study  1: 

(a)  working  at  least  one  year  as  a  behavioral  healthcare  provider,  clinical 
psychologist,  counselor,  or  social  worker 

(b)  providing  services  for  military  personnel;  and 

(c)  experiencing  indirect  exposure  to  traumatic  stress  through  their  work. 
Study  2: 

(a)  working  for  at  least  one  year  as  a  healthcare  provider,  social  worker,  or  first 
responder 

(b)  providing  services  for  civilians  exposed  to  traumatic  events;  and 

(c)  experiencing  indirect  exposure  to  trauma  at  work 

Sample  size 

Study  1:  294  at  Time  1  and  135  at  Time  2  (6-month  gap) 

Study  2:  304  at  Time  2  and  194  at  Time  2  (6-month  gap) 
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Participants 


study  1  [ 

Age  :  M  =  50.62  years  old  (SD  =  12.58) 

Occupation:  clinical  psychologists  (37.0%), 

counselors  (28.9%), 
social  workers  (20.7%),  and 
healthcare  providers  (6.7%). 

Indirect  traumatic  exposure:  life  threatening  illness  or  injury  (91.9%), 

military  combat  (91.1%), 

sudden  unexpected  death  of  someone  close  (90.4%), 

sexual  assault  (87.4%), 

physical  assault  (85.9%), 

transportation  accidents  (83.7%), 

natural  disasters  (68.9%),  and 

life  threatening  crime  (57.0%). 
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Participants 


Measure 

Gender 

Relationship  status 

Education 


- Study  1 

y2 

Time  2 

e  1 

Female  66.3%  (195)  71.1%  (96) 

76.3%  (232) 

79.9%  (155) 

Male  33.7%  (99) 

28.9%  (39) 

22.7%  (69) 

18.6%  (36) 

Long-term  76.2%  (224) 

relationship  (LTR) 

72.6%  (98) 

73.7%  (224) 

77.3%  (150) 

Not  in  LTR  21.4%  (63)  25.2%  (34) 

25.7%  (78) 

22.2%  (43) 

High  school  0.3%  (1)  0(0%) 

20.4%  (62) 

18.0%  (35) 

Associate's  degree  0.3%  (1) 

0  (0%) 

- 

- 

Bachelor's  degree  2.0%  (6)  1.5%  (2) 

21.4%  (65) 

19.1%  (37) 

Master's  degree  45.2%  (133) 

51.1%  (69) 

56.6%  (172) 

61.3%  (119) 

Doctorate  degree  52.0%  (153)  47.4%  (64) 

1.0%  (3)  0.5%  (1) 
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Measures 


Job  burnout.  The  Oldenburg  Burnout  Inventory  (Halbesleben  &  Demerouti,  2005)  is  a  16-item 
questionnaire  used  to  assess  disengagement  (eight  items)  and  exhaustion  (eight  items). 
Response  scale  ranging  from  1  (strongly  disagree)  to  5  (strongly  agree). 

•  Disengagement  in  Study  1:  a  =  .85  at  T1  and  a  =.86  at  T2 

•  Exhaustion  in  Study  1:  a  =  .81  at  T1  and  a  -  .85  at  T2 

•  Disengagement  in  Study  2;  a  =  .79  at  T1  and  a  =.81  at  T2 

•  Exhaustion  in  Study  2:  a  =  .82  at  T1  and  a  =  .78  at  T2 

Secondary  traumatic  stress.  The  Secondary  Traumatic  Stress  Scale  (Bride,  Robinson,  Yegidis,  & 
Figley,  2004)  is  a  17-item  measure  of  the  frequency  of  STS  symptoms  in  the  previous  month. 
Responses  are  provided  on  a  5-point  scale  ranging  1  (never)  to  5  (very  often). 

•  Study  1:  a  =  .93  atTl  and  a  =  .93  atT2 

•  Study  2:  a  -  .92  at  tl  and  a  -  .93  at  T2 

Indirect  exposure  to  trauma.  The  Secondary  Trauma  Exposure  Scale  (Cieslak  et  al.,2013) 

A  list  of  10  events;  participants  indicate  whether  they  had  experienced  each  event 
through  work  with  their  clients. 

Responses:  1  (never)  to  7  (every  day). 
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Dropout  Analysis 


study  1:  no  significant  differences  between  compieters  and  dropouts  in: 

•  disengagement  at  Tl,  t(292)  =  0.82,  p  =  .41, 

•  exhaustion  at  Tl,  t(292)  =  0.90,  p  =  .37, 

•  STSatTl,  t(292)  =  0.14,  p  =  .89, 

•  age,  t(288)  =  0.08,  p  =  .94, 

•  gender,  x2(l)  =  0.40,  p  =  .53, 

•  profession,  x2(3)  =  0.28,  p  =  .96, 

•  relationship  status,  x2(l)  =  0.84,  p  =  .36,  and 

•  education,  x2(4)  =  4.89,  p  =  .30. 

Study  2:  no  significant  differences  between  completers  and  dropouts  in: 

•  Tl  disengagement,  f(302)  =  1.22,  p  =  .22; 

•  Tl  exhaustion,  t(302)  =  0.09,  p  =  .93, 

•  Tl  STS,  t(302)  =  0.59,  p  =  .55, 

•  age,  t(275)  =  0.65,p  =  .52, 

•  profession,  x^(2)  =  2.49,  p  =  .29, 

•  intimate  relationship  status,  x^(l)  =  3.24,  p  =  .07,  and 

•  education,  x^(3)  =  5.63,  p  =  .13. 

There  were  more  women  among  completers  than  among  drop-outs,  x^(l)  =  4.61,  p  =  .03 
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Preliminary  Analysis 


Measures 


1.  Emotional  Exhaution  T1 

2.54  (0.70) 

2.82  (0.68) 

3.61*** 

2.  Emotional  Exhaution  T2 

2.53  (0.76) 

2.80  (0.60) 

3.45*** 

3.  Disengagement  T1 

2.35  (0.70) 

2.71  (0.64) 

4.75*** 

4.  Disengagement  T2 

2.40  (0.76) 

2.77  (0.65) 

4.61*** 

5.  Secondary  Traumatic  Stress  T1 

1.88  (0.61) 

2.33  (0.68) 

6.28*** 

6.  Secondary  Traumatic  Stress  T2 

1.76  (0.62) 

2.28  (0.69) 

7.14*** 

7.  Work  experience  in  years  T1 

15.70  (10.38) 

10.38  (8.52) 

5.09*** 

8.  Indirect  trauma  frequency  T1 

6.16(1.12) 

4.79  (1.74) 

8.06*** 
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Correlations  for  Study  1  (below  diagonal)  and  Study  2  (above  diagonal) 


1.  Emotional  Exhaution  T1 

1 

^69*** 

.68*** 

.68*** 

.60*** 

.04 

-.02 

2.  Emotional  Exhaution  T2 

'  .77*** 

- 

.58*** 

.66*** 

.57*** 

.62*** 

.09 

.01 

3.  Disengagement  T1 

.80*** 

.64*** 

- 

.52*** 

45**+ 

.02 

-.07 

4.  Disengagement  T2 

.67*** 

.76*** 

.77*** 

- 

.42*** 

42*** 

.00 

-.00 

5.  Secondary  Traumatic  Stress  T1 

64*** 

54*** 

,43*** 

- 

y0*** 

.17* 

.10 

6.  Secondary  Traumatic  Stress  T2 

gy*  ** 

02*** 

00*** 

25*** 

- 

23** 

.14 

7.  Work  experience  in  years  T1 

-.09 

-.03 

-.10 

-.10 

-.10 

.04 

- 

.15* 

8.  Indirect  trauma  frequency  T1 

-.19* 

-.24** 

.,31*** 

29*** 

-.13 

-.18* 

-.11 

- 

'  p<.05,**  p<.01,***  p<.001 
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Nested  models 


Model  Description 

xVdf 

NFI 

Ax^ 

ANFI 

The  modified  hypothesized  model  20.90 

1.74  .969 

- 

First  nested  model: 

STS  T1  Job  Burnout  T2  path  constrained  to  zero 

21.77 

1.68 

.968 

0.88 

.001 

Second  nested  model:  28.09 

Job  Burnout  T1  STS  T2  path  constrained  to  zero 

2.16  .959  7.19** 

.011 

1 

1  The  modified  hypothesized  model  13.70 

1.14  .984 

- 

First  nested  model: 

STS  T1  Job  Burnout  T2  path  constrained  to  zero 

14.43 

1.11 

.983 

0.74 

.001 

1  Second  nested  model:  17.69 

1.36  .979  3.99* 

.005 

Job  Burnout  T1  STS  T2  path  constrained  to  zero 
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Final  model 


^2 


468 


Conclusions 


•  We  found  that  job  burnout  may  increase  a  risk  of  developing  STS, 
but  STS  symptoms  at  Time  1  are  unrelated  to  job  burnout  at  Time  2 
(Hypothesis  #1  was  supported.  Unidirectional  reltaionship:  JB  ->  STS) 

•  Job  burnout  serves  as  a  gateway  outcome,  increasing  the  risk  of  STS 
(results  are  in  line  with  HobfoN's  conservation  of  resources  theory) 

•  Consistent  findings  across  two  samples 

•  Limited  arguments  for  causation  (-^  natural  experiments/interventions  studies  needed) 

•  Limited  evidence  for  generalization  of  the  results  (->  other  culturally  diverse  groups  needed) 

•  Practical  implications:  prevention  of  STS  through  effective  coping  with  job  burnout 
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Thank  you 
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Brief  Summary:  SupportNet  was  a  project  in  the  Trauma,  Health,  &  Hazards  Center  (THHC)  at 
University  of  Colorado  Colorado  Springs  (UCCS)  designed  to  assess  the  level  of  secondary  trauma  and 
burnout  among  military  behavioral  health  providers  and  to  provide  a  pilot  support  system  for  the 
providers.  It  was  funded  by  a  4-year  grant  through  the  US  Army  Medical  Research  and  Materiel 
Command,  Telemedicine  &  Advanced  Technology  Research  Center  (TATRC;  Award  No.  W81XWH-11-2- 
0153).  There  were  2  phases  to  this  project.  The  first  phase  was  a  longitudinal  study  of  behavioral  health 
providers  both  on-  and  off-post.  The  phase  1  results  suggest  that  approximately  20%  to  25%  of  providers 
are  struggling  with  symptoms  of  secondary  traumatic  stress  (STS)  and  burnout.  A  comprehensive  self- 
care  goal  setting  web-support  system  utilizing  a  social  media  based  platform  was  designed  to  reduce 
burnout  in  military  behavioral  health  clinicians.  The  web-based  support  system  was  based  on  social 
cognitive  theory  focused  on  personal  empowerment  and  social  support  enhancement.  This  was  coupled 
with  peer  coaching  by  a  behavioral  health  clinician  to  maximize  the  utility  of  the  website.  The  following 
report  provides  a  review  of  the  most  critical  findings  from  our  project.  We  hope  the  findings  are  useful 
for  future  planning  in  behavioral  health  divisions  to  help  reduce  the  negative  personal  and 
organizational  effects  of  STS  and  burnout.  We  believe  this  is  a  first  step  in  developing  comprehensive 
programming  for  these  issues  to  support  our  teams  of  military  behavioral  health  providers  working  with 
active  and  retired  military  personnel  struggling  with  the  after  effects  of  war. 
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The  Problem:  Secondary  Trauma  and  Burnout  in  Military  Behavioral  Health  Providers 


A  deep-seeded  military  value  is  to  never  leave  a  comrade  behind,  nor  forget  the  sacrifices  of  a 
service  member.  It  is  just  as  important,  though,  to  not  forget  those  who  care  for  soldiers,  marines, 
airmen,  and  sailors;  these  caregivers  help  "bring  home"  service  members  who  have  suffered  in  battle, 
while  experiencing  risks  of  their  own. 

The  military  behavioral  health  provider  work  demand.  Over  2  million  troops  have  been 
deployed  in  Iraq  and  Afghanistan.  Approximately,  31,949  and  20,023  have  been  wounded  in  action  in 
OIF  and  OEF  respectively.  As  of  October  4,  2010,  the  Department  of  Defense  estimated  4,408  soldiers 

died  in  Iraq  and  1,304  in  Afghanistan  (Military  Casualty  Report;  SAID, 
DOD,  2010).  Sixty-six  fatalities  and  295  wounded  in  action  have  been 
reported  for  Operation  New  Dawn  (2010-2011).  According  to  these 
recent  statistics,  over  90  percent  of  soldiers  who  were  wounded  in 
action  to  date  survived  their  injuries,  a  rate  that  is  significantly  higher 
than  any  previous  war  (Gawande,  2004).  As  a  result  we  have  seen  a 
dramatic  increase  in  the  number  of  number  of  Veterans  coping  with  physical  disabilities.  Traumatic 
brain  injuries  (TBI)  are  the  hallmark  injury  from  these  wars  due  to  improvised  explosive  devices  that 
result  in  severe  blast  injuries.  Not  surprising,  these  types  of  wounds  also  carry  a  heavy  emotional  cost  as 
well  with  high  incidence  of  post-traumatic  stress  disorder  (PTSD)  as  well  as  other  traumatic 
psychological  difficulties  (e.g.,  substance  abuse,  depression,  anxiety). 

The  Armed  Forces  Flealth  Surveillance  Center  (AFFISC, 

2014)  reported  that  as  of  2014,  over  300,000  service  members 
had  been  diagnosed  with  some  form  of  TBI.  Although  the 
majority  of  these  injuries  are  "mild"  (approximately  247,000), 
mild  TBI  is  nevertheless  associated  with  a  range  of 
psychological  difficulties.  Further,  it  is  difficult  to  determine 
whether  these  symptoms  (such  as  cognitive  difficulties,  mood 
changes,  and  impulsivity)  stem  from  TBI,  post-traumatic  stress 
disorder  (PTSD),  or  both.  This  confluence  of  psychological  and 
physical  challenges  exacerbate  the  heavy  demand  that  military  behavioral  health  providers  experience. 


Estimates  of  PTSD  prevalence  among  troops  deployed  to  Iraq  and  Afghanistan  vary  considerably, 
likely  due  to  methodological  and  measurement  differences  (Ramchand  et  al.,  2010).  Sundin  et  al.  (2010) 
recently  conducted  a  comprehensive  review  of  prevalence  studies  published  from  2004-2008,  each  of 
which  used  large,  non-treatment-seeking  samples  (N  >  300).  These  authors  found  rates  of  PTSD  ranging 

from  10%-17%  in  studies  with  samples  of  line  infantry  units,  and 
2.1%-11.6%  in  random-population-based  studies.  PTSD 
prevalence  among  treatment-seeking  samples  appears  to  be 
considerably  higher;  studies  using  anonymous  self-report 
measures  report  rates  ranging  from  12%  (Erbes,  Westermeyer, 
Engdahl  &  Johnsen,  2007)  to  as  high  as  37.8%  (Jakupack,  Luterek, 
Hunt,  Conybeare,  &  McFall,  2008).  Further,  using  data  from  the  Veteran's  Affairs  OIF/OEF  roster  (which 
included  389,328  Iraq  and  Afghanistan  Veterans  who  were  first-time  users  of  VA  healthcare  between 
2002  and  2008),  Seal  et  al.  (2009)  reported  21.8%  had  received  a  diagnosis  of  PTSD.  Clearly,  PTSD, 
along  with  other  primary  behavioral  health  challenges  such  as  Major  Depressive  Disorder,  Bipolar 
Disorder,  General  Anxiety  Disorder,  Substance  Abuse  Disorders,  etc.,  generate  a  high  demand  for 
behavioral  health  treatment  through  the  DOD  and  the  VA  that  is  unprecedented.  In  sum,  both  the 
numerical  demands  on  the  behavioral  health  system  to  care  for  these  individuals,  and  the  complexity  of 
these  demands,  are  beyond  anything  we  have  seen  previously. 

The  military  behavioral  health  provider  career  consequence.  Behavioral  health  providers  working 
with  combat  veterans  are  at  risk  for  developing  secondary  traumatic  stress  (STS)  and  burnout. 

Secondary  exposure  to  trauma  is  a  widespread  phenomenon  referring  to  the  different  types  of  indirect 
exposure  to  traumatic  material,  such  as  contacts  with  people  who  have  experienced  traumatic  events, 
exposure  to  graphic  trauma  content  (e.g.,  reported  by  the  survivor),  exposure  to  people's  cruelty  to  one 
another,  and  observation  of  and  participation  in  traumatic 
reenactments  (Pearlman  &  Saakvitne,  1995).  Indirect  exposure 
may  be  an  inherent  characteristic  for  behavioral  health 
providers,  health  care  personnel,  and  social  workers  who 
provide  clinical  services  to  military  combat  veterans  (Elwood, 

Mott,  Lohr,  &  Galovsky,  2011).  Research  suggests  indirect 

exposure  is  predictive  of  higher  levels  of  distress  (Pearlman  &  Maclan,  1995),  job  burnout  (Ballenger- 
Browning  et  al.,  2011),  compassion  fatigue  (Figley,  2002),  and  STS  (Elwood  et  al.,  2011). 


We  define  STS  as  reactions  resembling  post-traumatic  stress,  such  as  intrusive  re-experiencing 
of  the  traumatic  material,  avoidance  of  trauma  triggers  and  emotions,  and  increased  arousal,  all 
resulting  from  indirect  exposure  to  trauma.  Recently,  the  American  Psychiatric  Association 
acknowledged  this  similarity  and  modified  the  diagnostic  criteria  for  posttraumatic  stress  disorder.  In 
the  DSM-IV  TR  (American  Psychiatric  Association,  2000),  direct  exposure  to  trauma  was  required,  but  in 

the  DSIVI-5  (American  Psychiatric  Association,  2013),  indirect 
exposure  is  now  included  under  some  circumstances,  such  as 
the  indirect  exposure  experienced  by  behavioral  health 
providers.  With  this  change,  it  is  now  possible  to  diagnose  some 
behavioral  health  providers,  who  are  experiencing  STS,  with 
PTSD.  STS  prevalence  rates  differ  across  occupation  groups;  for 
example,  criteria  for  a  PTSD-like  diagnosis  of  STS  were  met  by 
15.2%  of  social  workers  (Bride,  2007),  16.3%  of  oncology  staff  (Quinal,  Harford,  &  Rutledge,  2009),  19% 
of  substance  abuse  counselors  (Bride,  Hatcher,  &  Humble,  2009),  20.78%  of  providers  treating  family  or 
sexual  violence  (Choi,  2011a),  32.8%  of  emergency  nurses  (Dominguez-Gomez  &  Rutledge,  2009),  34% 
of  child  protective  services  workers  (Bride,  Jones,  &  Macmaster,  2007),  and  39%  of  juvenile  justice 
education  workers  (Smith  Hatcher,  Bride,  Oh,  Moultrie  King,  &  Franklin  Catrett,  2011).  Craig  and  Sprang 
(2010)  found  6%  of  a  national  representative  sample  of  clinical 
psychologists  and  clinical  social  workers  reported  high  levels  of 
compassion  fatigue  and  12%  reported  elevated  levels  of  job 
burnout.  Before  our  work,  there  was  no  estimation  of 
prevalence  of  STS  or  burnout  among  behavioral  health 
specialists  providing  treatment  for  military  and  veteran 
patients.  STS  and  job  burnout  can  substantially  impinge  on 

behavioral  health  providers'  clinical  effectiveness,  increase  turnover,  elevate  health  care  costs,  and 
reduce  overall  morale.  The  military's  commitment  to  military  force  health  protection  and  overall 
warrior  readiness  requires  these  issues  be  addressed. 

The  SupportNet  Response 


Our  project,  SupportNet,  was  designed  to  identify  and  address  these  caregiver  risks  to  military 
behavioral  health  providers.  This  research,  a  $2.4M  grant  funded  through  Telemedicine  and  Advanced 
Technology  Research  Center  (TATRC;  Award  No.  W81XWH-11-2-0153),  focused  on  STS  and  burnout.  It 
included  an  extensive  theoretically  driven  research  effort  to  understand  STS  and  burnout  within  this 
population  as  well  as  an  innovative,  evidence-based  approach  leveraging  technology  to  help  providers. 


•  There  were  two  phases  for  this  projeet: 

o  Theoretically  driven  prevalence  evaluation:  longitudinal  study  that 
identified  the  rates  of  secondary  trauma  and  burnout, 
o  Intervention:  Development  of  sophisticated  social  media  based  website 
that  provided  critical  resources  for  providers,  self-care  goal  setting,  and 
relational  support  to  enhance  empowerment.  Detailed  peer  coaching 
model  to  compliment  web-support  system. 


Our  Model:  Demands-Resources  Guided  Through  Self-Regulation 


Risk  &  Protective  Factors 


Outcomes 


For  our  studies  we  utilized  a  modified  demands  and  resource  model  for  understanding  burnout, 
STS  and  wellness  (Demerouti  &  Bakker,  2011)  in  military  behavioral  health  providers.  We  included  a 
self-regulation  approach  using  social  cognitive  theory  (SCT)  as  a  guiding  theory  to  integrate  the  demands 
and  resources  within  the  model  (see  Figure  1).  Job  demands  refer  to  those  aspects  of  the  job  that 
require  effort  or  skills  and  therefore  lead  to  some  physiological  and  psychological  costs.  Job  resources 
relate  to  components  of  the  job  that  are  helpful  in  (a)  achieving  work-related  goals,  (b)  reducing  job 
demands  and  costs  associated  with  these  demands,  and  (c)  stimulating  personal  development 
(Demerouti  &  Bakker,  2011).  Through  health  impairment  and  motivational  processes,  job  demands  and 
resources  directly,  or  in  interaction  with  each  other, 
affect  job  burnout,  STS,  and  ultimately  work 

engagement,  work  satisfaction,  and  The  Job  Demands-Resources  (JD-R)  model  is 

,  „  ,  ,  ,  ,  r  currently  the  most  influential  theoretical 

health/wellbeing.  The  JD-R  model  shows  that  from 

approach  to  understand  job  burnout. 

organizational  and  individual  perspectives  it  is 

important  to  know  what  factors  lead  to  a  negative  outcome  (e.g.,  job  burnout  and  STS)  as  well  as 
positive  outcomes  (e.g.,  work  engagement,  job  satisfaction,  wellbeing). 


The  self-regulation  approach  using  social  cognitive  theory  (SCT)  suggests  that  a  demand 
becomes  stressful  when  there  is  a  lack  of  adequate  resources  to  deal  with  this  demand  (Hobfoll,  1989, 
Lazarus  &  Folkman,  1984;  Schaufeli,  Taris,  &  Van  Rhenen,  2008)  and  human  beings  utilize  self-regulation 
as  a  way  to  manage  this  imbalance.  In  the  context  of  a  model  of  self-regulation  based  on  the  demand- 
resource  balance,  self-efficacy  beliefs 
are  pivotal  to  successful  or 
unsuccessful  coping.  Our  model  also 
views  social/environmental  resources 
specifically  social  support,  as  a  key 
factor  that  combines  with  self-efficacy 
to  enhance  or  impede  successful 
coping.  Based  on  this  model  we 

designed  a  longitudinal  investigation  of  behavioral  health  providers  that  would  provide  the  following 
information. 

1.  What  is  the  prevalence  of  STS  and  burnout  in  these  providers? 

2.  What  key  factors  predict  negative  and  positive  outcomes  over  time? 

3.  What  is  the  inter-relationship  between  STS  and  burnout  (i.e.,  which  comes 
first)? 


Social  cognitive  theory  suggests  that  interactive  and 
dynamic  processes  between  environmental  conditions  (e.g., 
social  support,  workload)  and  individual  factors  (e.g.,  self- 
efficacy,  trauma  exposure),  can  more  comprehensively 
explain  the  relationship  between  demands-resources  and 
related  outcomes  (e.g.,  burnout). 


Prevalence  Results:  Secondary  Traumatic  Stress 


This  study  was  part  of  the  ongoing  SupportNet  Project  designed  to  evaluate  indirect  exposure  to 
trauma,  work-related  demands  and  resources,  and  their  impact  on  job  burnout,  work  engagement,  and 
STS  in  military  mental  health  providers.  Data  were  collected  by  means  of  an  online  survey.  An  e-mail 
with  information  about  the  SupportNet  study  and  a  link  to  the  survey  was  sent  to  on-post  and  off-post 
behavioral  health  providers  working  with  military  patients.  The  off-post  providers  (i.e.,  located  in  the 
civilian  community)  received  an  invitation  to  the  study  through  an  online  newsletter  sent  by  TriWest 
Healthcare  Alliance,  an  organization  that  manages  health  benefits  for  military  patients  and  their 
families.  The  on-post  providers  (i.e.,  working  within  military  installations)  were  contacted  by  e-mail  sent 
by  the  director  of  the  Department  of  Behavioral  Health  at  Evans  Army  Community  Hospital  at  Fort 
Carson,  CO  and  by  the  Psychology  Consultant  to  the  U.S.  Army  Surgeon  General.  Thus,  our  sample 
included  providers  from  across  the  globe. 

Demographics  of  our  participants: 

•  Out  of  the  339  individuals  who  initially  consented  to  the  study,  224  (66%)  met  the 
inclusion  criteria  (i.e.,  working  at  least  one  year  as  a  clinical  psychologist,  counselor,  or 
social  worker;  providing  services  for  a  military  population;  and  being  indirectly  exposed 
to  trauma  through  work  with  patients)  and  completed  the  survey. 

•  The  average  age  was  just  under  50  years  old  (SD  =  13.04)  and  the  average  length  of  work 
experience  was  slightly  over  16  (SD  =  10.42)  years. 

•  The  participants  were  mostly  women  (67%),  with  doctorate  (54%)  or  master’s  degrees 
(46%),  working  fulltime  (78%)  or  part-time  (22%)  as  clinical  psychologists  (45%), 
counselors  (31%)  or  social  workers  (23%). 

•  A  little  more  than  half  of  the  sample  was  serving  on-post  (57%)  and  the  rest  as  off-post 
(43%)  behavioral  health  providers. 

•  Interestingly,  we  had  just  about  an  equal  split  between  those  who  did  and  those  who  did 
not  have  any  military  experience  (44%  and  56%,  respectively). 

•  Importantly,  about  20%  had  deployed  to  a  combat  zone  at  least  once. 


^  We  would  like  to  offer  special  thanks  to  several  military  partners  who  were  instrumental  in  our  success:  Alan  L. 
Peterson,  Ph.D.  Bret  A.  Moore,  Psy.D.,  COL  Crow,  Psy.D..  and  COL  Earles,  Psy.D. 


•  The  providers  reported  utilizing  a  mixture  of  different  therapeutic  approaches  with  most 
reporting  Cognitive  Behavioral  Therapy  (90%),  followed  by  Cognitive  Processing 
Therapy  (42%),  Prolonged  Exposure  (30%)  and  Eye  Movement  Desensitization  and 
Reprocessing  (29%). 

Table  1  depicts  the  different  percentages  of  STS  symptoms  that  were  reported  for  each  cluster.  Over 
half  of  the  sample  reported  experiencing  intrusions  or  re-experiencing  related  to  their  indirect  exposure. 
Just  over  one-third  reported  meeting  the  criteria  for  hyper-arousal  (2  or  more  of  the  symptoms). 
Importantly  just  under  20%  met  all  of  the  criteria  for  a  diagnosis  of  PTSD. 


Table  1:  Secondary  Traumatic  Stress  Criteria  Due  to  an  Indirect  Trauma  Exposure  through  a 
Practice  with  Traumatized  Military  Patients 


Criteria 

n 

% 

None  criteria  met 

76 

33.9 

Criterion  B:  Intrusion 

129 

57.6 

Criterion  C:  Avoidance 

67 

29.9 

Criterion  D:  Arousal 

79 

35.3 

Criteria  B  and  C 

53 

23.1 

Criteria  B  and  D 

66 

29.5 

Criteria  C  and  D 

51 

22.8 

Criteria  B,  C,  and  D 

43 

19.2 

Approximately  25%  of  our  sample  showed  higher  levels  of  STS.  Interestingly,  more  STS  was  reported  by 
off  post  providers  than  on-post.  To  put  these  rates  into  context  we  conducted  a  meta-analysis  of  all 
health  care  providers  and  determined  the  overall  levels  of  STS  in  these  populations  for  a  comparison. 


Meta-analysis  of  STS 


To  understand  the  prevalence  of  STS  in  military  behavioral  health  providers,  it  was  important  to 
look  at  other  caregiver  populations.  We  conducted  a  meta-analysis  that  demonstrates  military 
behavioral  health  providers  are  very  similar  to  other  mental  health  providers  based  on  their  STS  scores. 
Interestingly,  our  overall  total  score  for  all  military  behavioral  health  providers  (31.91)  was  about  the 
same  as  substance  abuse  counselors  (31.20),  providers  for  survivors  of  family  or  sexual  violence  (32.07), 
and  social  workers  in  general  (29.69).  These  scores  are  lower  when  compared  to  child  protective 
services  workers  who  demonstrate  the  highest  scores  (38.20)  (Cieslak,  R.,  Anderson,  V.,  Bock,  J.,  Moore, 
B.,  Peterson,  A.,  &  Benight,  C.  C.,  2013).  Collectively,  our  findings  suggested  that  approximately  25%  of 
providers  will  demonstrate  elevated  levels  STS  and  those  off  post  will  show  higher  levels  than  those  on- 
post.  The  reason  for  this  may  be  due  to  the  organizational  support/structure  offered  as  an  on-post 
provider  compared  to  working  in  a  community  setting.  In  addition,  the  opportunity  to  provide  trauma 
focused  therapies  may  be  differential  due  to  work-load  challenges  and  other  factors  leading  to 
differential  exposure  to  traumatic  material  over  time.  Obviously,  one  cannot  rule  out  selection 
differences  for  providers  who  work  on-post  versus  off-post  that  may  lead  to  differential  levels  of  STS 
symptoms.  The  next  question  we  wanted  to  answer  was:  what  were  the  predictors  of  STS  in  this 
population  to  help  develop  strategic  planning  related  to  prevention. 

Take  Home  Message  on  Secondary  Traumatic  Stress  and  STS  Predictors 

In  determining  the  predictors  of  STS  in  our  sample  we  discovered  that  history  of  direct  exposure 
to  trauma  is  important,  as  is  the  level  of  trauma  patients  that  the  provider  is  managing.  We  also  found 
that  having  a  negative  perspective  on  being  exposed  to  traumatic  material  from  clients  was  also 
important  to  consider.  One  might  view  these  three  factors  as  the  therapist's  "trauma  load".  Thus, 
providers  who  carry  this  load  into  seeing  large  numbers  of  soldiers  suffering  from  combat  related 
trauma  are  at  risk  for  higher  STS.  Educational  efforts  for  providers  related  to  these  issues  and  self¬ 
surveillance  of  STS  symptoms  (particularly  intrusions  and  hyper-arousal)  may  help  identify  those  who 
need  greater  support. 


Take  Home  Message  on  Secondary  Traumatic  Stress  and  STS  Predictors: 

•  Expect  approximately  20%  to  25%  to  have  some  STS  symptoms. 

•  Intrusions  and  Hyper-arousal  are  most  common. 

•  History  of  direct  exposure  to  trauma  is  important. 

•  Overloaded  with  trauma  patients. 

•  Negative  perspective  on  indirect  exposure. 


In  addition  to  STS,  we  were  very  interested  in  the  level  and  predictors  of  burnout  in  this  population.  The 
next  section  provides  details  on  prevalence  levels  of  burnout  as  well  as  predictors. 


Prevalence  Results:  Job  Burnout 


The  negative  impact  of  burnout  is  substantial,  especially  in  human  services  professionals.  In 
mental  health,  Lasalvia  et  al.  (2009)  found  that  burnout  substantially  contributed  to  decreased 
effectiveness  and  poor  treatment  outcomes.  Burnout  has  also  been  associated  with  more  frequent 
voluntary  and  involuntary  hospital  admissions,  as  well  as  more  negative  attitudes  towards  patients 
(Holmqvist  &  Jeanneau,  2006;  Priebe,  2004).  Decreased  commitment  to  the  organization,  absenteeism, 
presenteeism  (present,  but  inefficacious)  and  turnover  have  also  been  associated  with  higher  burnout 
levels  (Burke  &  Richardsen,  2001;  Morse,  Salyers,  Rollins,  Monroe-DeVita,  &  Pfahler,  2012).  High 
turnover  and  absenteeism  are  very  costly  to  organizations  and  highly  demoralizing  to  providers 
observing  this  process.  This  can  become  cyclical  with  turnover  promoting  further  turnover  significantly 
increasing  costs  associated  with  recruiting  and  training  new  providers  (Taris,  2006).  For  the  military  the 

implications  here  are  significant  with  the  combination  of  having 
both  civilian  providers  and  career  military  providers  offering 
differential  opportunities  for  leaving  the  organization.  Beyond 
the  patient  care  and  organizational  costs,  higher  levels  of 
burnout  can  inflict  high  personal  tolls  on  providers  themselves. 
Burnout  can  contribute  to  developing  diseases  of  the 
circulatory,  respiratory  and  musculoskeletal  systems  (Mancini  et 
al.,  2015;  Rollins,  Salyers,  Tsai,  &  Lydick,  2009).  For  the  sake  of 
mental  health  providers  working  for  the  military  and  especially  for  the  well-being  of  returning  soldiers, 
we  utilized  the  demands  resource  model  again  to  help  understand  burnout  in  this  population. 

Our  study  found  that  overall  (on-post  and  off-post  providers)  reported  on  average  low  to 
moderate  amounts  of  burnout.  Figure  1  provides  the  distribution  of  burnout  scores  reported  by 
behavioral  health  providers  working  with  military  clients.  Respondents  indicated,  on  average,  moderate 
amounts  of  overall  burnout  (M  =  2.59,  SD  =  .67),  emotional  exhaustion  (M  =  2.68,  SD  =  .72)  and 
disengagement  (M  =  2.49,  SD  =  .72)  on  a  scale  that  ranges  from  1  =  no  burnout  to  5  =  high  burnout.  One 
can  see  in  Figure  1  that  around  17%  of  the  sample  reported  higher  levels  of  burnout. 

Interestingly,  we  found  that  individuals  who  had  prior  military  experience  and  had  been 
previously  deployed  had  higher  emotional  exhaustion  than  did  those  without  this  experience.  Similarly, 
providers  who  were  male,  working  at  a  military  installation,  had  prior  military  experience,  and  been 
previously  deployed  had  significantly  higher  disengagement  levels  than  did  women  who  were  working 


off-post,  had  no  previous  military  experience,  and  had  never  been  deployed.  Finally,  somewhat 
surprisingly,  those  with  a  doctoral  level  degree  reported  significantly  higher  overall  burnout. 


Figure  1 .  Histogram  of  overall  prevalenee  seores  are  based  upon  pereentages 


We  found  significantly  higher  levels  of  burnout  overall  and  for  disengagement  more  specifically  in  on- 
post  providers  compared  to  off-post  (F(l,274)  =  4.87,  p  =  028,  F(l,274)  =  6.93,  p  =  .024,  respectively). 
The  next  set  of  figures  demonstrates  the  differences  between  on-post  and  off-post  providers.  Figure  2 
shows  that  on-post  individuals  are  showing  higher  levels  of  overall  burnout  than  off-post  therapists. 
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Figure  2:  Prevalence  Results:  Overall  Burnout 

Scale  1  (low)  to  5  (high) 

Low  cut  off  score  =  1 .84,  High  cut  off  score  =  3.22 
On  Post  N  =  95,  Off  Post  N  =  180 


This  is  particularly  evident  for  the  exhaustion  subscale.  Figure  3  shows  that  on-post  providers  are 
showing  over  2x  the  level  of  exhaustion  than  off-post  therapists. 
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Figure  3:  Prevalence  Results:  Exhaustion 

Scale  1  (low)  to  5  (high) 

Low  cut  off  score  =  1 .84,  High  cut  off  score  =  3.22 
On  Post  N  =  95,  Off  Post  N  =  180 

You  can  see  that  only  about  8%  of  off-post  individuals  were  reporting  elevated  levels  of  exhaustion 
compared  with  about  20%  for  on-post  providers.  Although  the  overall  mean  differences  were  not 
statistically  significant,  it  does  suggest  a  larger  percentage  of  providers  on-post  reporting  more 
exhaustion.  There  was  a  significant  difference  for  depersonalization  (i.e.,  disengagement  from  one's 
patients).  Figure  4  demonstrates  this  effect. 
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Figure  4:  Prevalence  Results:  Depersonalization 

Scale  1  (low)  to  5  (high) 

Low  cut  off  score  =  1 .84,  High  cut  off  score  =  3.22 
On  Post  N  =  95,  Off  Post  N  =  180 


In  order  to  develop  some  ideas  related  to  prevention  we  evaluated  predictors  of  burnout  as  well.  We 

Take  Home  Message  on  Burnout  and  Burnout  Predictors: 

•  Expect  approximately  17%  to  20%  to  have  elevated  burnout  symptoms. 

•  Higher  percentage  of  burnout  in  on-post  providers,  emphasis  on  disengagement. 

•  Organizational  constraints  and  workload  significant  predictors  of  greater  burnout. 

•  Enhanced  self-efficacy  for  managing  work  related  demands  related  to  reduced  burnout 
symptoms. 

•  Military  experience  and  deployment  may  have  greater  levels  of  burnout. 

found  that  a  higher  level  of  organizational  constraints  was  a  significant  predictor  of  higher  burnout. 
Specific  to  the  symptom  of  emotional  exhaustion  we  found  that  higher  organizational  constraints  and 
higher  quantitative  workload  were  important.  Lower  levels  of  emotional  exhaustion  were  related  to 
higher  work  demands  efficacy,  higher  work  resources  management  self-efficacy  and  higher  burnout 
symptom  management  self-efficacy.  In  addition,  having  higher  work  resources  management  self- 
efficacy  and  higher  burnout  symptom  management  self-efficacy  were  significant  predictors  of  lower 
disengagement. 

These  findings  are  relatively  consistent  with  other  research  in  this  area.  Ballenger-Browning  et 
al.  (2011)  reported  in  Military  Medicine  on  predictors  of  burnout  among  military  mental  health 
providers.  They  found  that  hours  worked  was  a  significant  predictor  of  emotional  exhaustion,  as  was 
being  female  and  being  a  psychiatrist.  Having  personality  disordered  clients  and  those  with  traumatic 
head  injuries  were  predictive  of  higher  depersonalization  (i.e.,  disengagement). 

Phase  One  Summary 

Overall  our  phase  one  findings  suggest  that  a  subset  of  military  mental  health  providers  do 
report  significant  STS  and  burnout.  Both  personal  factors  (e.g.,  self-efficacy  perceptions,  trauma  history) 
and  environmental  conditions  (e.g.,  social  support,  organizational  constraints,  workload)  are  important 
to  consider  in  prevention  or  intervention  programming.  Our  group  has  published  a  series  of  papers  that 
may  be  of  interest  to  the  reader.  They  include: 


Shoji,  K.,  Lesnierowska,  M.,  Smoktunowicz,  E.,  Bock,  J.,  Luszczynska,  A., 
Benight,  C.  C.,  &  Cieslak,  R.  (in  press).  What  comes  first,  job  burnout  or 


secondary  traumatic  stress?  Findings  from  two  longitudinal  studies  from  the  U.S. 
and  Poland.  PLOS  ONE 

Smoktunowicz,  E.,  Baka,  L.,  Cieslak,  R.,  Nichols,  C.  F.,  Benight,  C.C.,  & 
Luszczynska,  A.  (in  press).  Explaining  Counterproductive  Work  Behaviors 
Among  Police  Officers:  The  Indirect  Effects  of  Job  Demands  are  Mediated  by 
Burnout  and  Moderated  by  Job  Control  and  Social  Support.  Human  Performance. 

Shoji,  K.,  Bock,  J.,  Cieslak,  R.,  Zukowska,  K.,  Luszczynska,  A.,  &  Benight,  C.  C.  (2014). 
Cultivating  secondary  traumatic  growth  among  healthcare  workers:  The  role  of  social 
support  and  self-efficacy.  Journal  of  Clinical  Psychology.  70,  831-846. 
doi:10.1002/jclp.22070 

Cieslak,  R.,  Anderson,  V.,  Bock,  J.,  Moore,  B.,  Peterson,  A.,  &  Benight,  C.  C. 
(2013).  Secondary  traumatic  stress  among  mental  health  providers  working  with 
the  military:  Prevalence  and  its  work-  and  exposure  related  correlates.  Journal  of 
Nervous  and  Mental  Disease.  201(11),  917-925. 

Cieslak,  R.,  Shoji,  K.,  Douglas,  A.,  Melville,  E.,  Euszczynska,  A.,  &  Benight,  C. 
C.  (2013).  A  meta-analysis  of  the  relationship  between  job  burnout  and  secondary 
traumatic  stress  among  workers  with  indirect  exposure  to  trauma.  Psychological 
Services.  Advance  online  publication.  doi:10.1037/a0033793 

Cieslak,  R.,  Shoji,  K.,  Euszczynska,  A.,  Taylor,  S.,  Rogala,  A.,  &  Benight,  C.  C. 
(2013).  Secondary  trauma  self-efficacy:  Concept  and  its  measurement. 
Psychological  Assessment,  25,  917-928.  doi:10.1037/a0032687 


SupportNet  Intervention  Randomized  Clinical  Trial  (RCT) 


In  developing  the  intervention  we  decided  to  focus  on  a  pragmatic  and  scalable  approach  that 
combined  a  web-based  self-care  program  with  one-on-one  peer  coaching.  The  website  was  called 
SupportNet  and  offered  many  unique  features.  The  site  was  designed  to  enhance  social  support  through 
a  social  media  based  platform.  Users  were  able  to  create  a  network  of  support  where  they  could  receive 
direct  assistance  in  reaching  their  self-care  goals  as  well  as  helping  others  in  their  network  with  their 
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goals.  In  addition,  "quick  take  5"  self-care  skills  were  offered  including  quick  breathing  techniques  or 
mindfulness  exercises.  A  resource  library  was  also  included  that  provided  up  to  date  information  on 
evidence  based  interventions  for  traumatic  stress  offered  in  an  easy  to  digest  format.  To  help  providers 
boost  their  self-efficacy  the  site  offered  a  user  friendly  goal  setting  system  designed  to  assist  with 
specificity  of  the  goal,  how  to  measure  success,  and  the  importance  of  rewards.  A  targeted  specific  goal 
was  determined  along  with  when,  where,  and  with  whom  the  person  would  complete  the  goal.  Goal 
achievability  was  emphasized  in  order  to  maximize  the  opportunity  for  success,  given  the  importance  of 
mastery  in  enhancing  self-efficacy  (Bandura,  1997).  The  website  offered  the  ability  to  not  only  set 
specific  goals,  but  to  also  track  progress  toward  the  goal. 
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The  coaching  process  included  providing  education  about  burnout,  assisting  providers  in  setting 
self-care  goals  to  increase  coping  self-efficacy,  and  supporting  the  participants  in  reaching  those  goals 
through  utilization  of  the  website.  Coaching  has  been  used  to  effectively  address  occupational  stress 
and  burnout  (Biswas-Diener,  2009;  Gazelle,  Liebschutz,  &  Riess,  2014).  Specifically,  goal-focused 
coaching  has  been  found  to  be  an  effective  method  of  facilitating  behavioral  change  (Grant,  2012). 


RCT:  Completion,  Withdrawn,  Dropouts 


RCT  Method 


14  behavioral  health  providers  working  with  US  military  were  randomly  assigned  to  one  of  three  groups. 
A  2  month  follow-up  assessment  was  conducted  following  the  8-week  post-test. 
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RCT  Results 


Randomized  trials  have  two  different  ways  to  analyze  the  data.  Either  an  intent-to-treat  or  completer 
analysis  can  be  performed.  The  intent-to-treat  method  is  more  conservative.  We  found  a  significant 
Interaction  Effect  between  Group  and  Time  on  Job  Burnout  for  Intent-to-Treat  Analysis  for  pre  to  post¬ 
outcomes. 
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The  Web  +  Coach  group  had  a  significant  difference  between  pre-  and  post-test  scores  for  burnout.  A 
completer  analyses  (only  those  who  completed  the  intervention)  demonstrated  even  stronger  effects. 
Scheffe's  planned  follow-up  comparisons  indicated  that  exhaustion  was  significantly  lower  at  post-test 
and  at  2  month  follow-up  than  at  pre-test  among  the  coached/delayed  group. 


Phase  Two  RCT  Summary 


Overall  results  suggest  the  web-support  system  plus  coaching  may  be  effective  in  reducing 


aspects  of  burnout  at  post-test  and  at  follow-up.  Because  we  did  not  include  a  coaching  without  web- 
support  there  is  no  way  to  tease  apart  the  importance  of  the  web  in  the  intervention.  However,  our 
coaches  suggested  that  the  use  of  the  website  was  driven  by  the  coaching  sessions  and  that  the 
participants  did  utilize  the  system.  Meta-analytic  results  evaluating  burnout  interventions  in 
psychological  and  medical  health  providers  suggested  similar,  albeit  slightly  lower,  effect  sizes  relative  to 
our  findings.  Results  provide  preliminary  support  for  reducing  burnout  in  these  providers  through  the 
use  of  a  web-based  support  system  that  is  designed  to  enhance  self-efficacy  and  social  support  when  it 
is  combined  with  coaching.  Our  investigation  also  demonstrated  the  difficulties  of  conducting 
intervention  research  with  mental  health  providers  who  are  stressed  and  experiencing  some  level  of 
burnout;  participating  in  a  study  was  one  more  thing  that  many  chose  not  to  add  despite  the  benefits  it 
could  offer.  However,  this  is  the  first  RCT  that  we  are  aware  of  for  any  intervention  for  military 
behavioral  health  providers  to  help  reduce  burnout  and  provides  at  least  an  initial  finding  that  a  peer 
coaching  model  with  web-support  may  be  beneficial.  Future  studies  utilizing  our  system  and  our 
coaching  method  are  needed  to  confirm  the  benefits  of  this  approach. 

Final  SupportNet  Takeaways 


•  The  web  system  designed  to  enhance  self-care  within  a  supportive  cyber  environment  +  peer 
coaching  intervention  may  be  helpful  in  addressing  burnout  in  military  behavioral  health 
providers. 

•  Importance  of  the  issue:  Job  burnout  and  STS  potentially  increase  turnover  and  impair 
performance  among  mental  health  providers.  About  20%  to  25%  of  providers  will  be  struggling 
with  some  STS  and  burnout  symptoms. 

•  Elevated  negative  clinical  outcomes  (e.g.,  STS  or  Burnout  or  both)  possibly  influencing  mission 
readiness  for  soldiers. 


•  Important  differences  possibly  between  on-post  and  off-post  environments  relating  to  STS  and 
burnout. 

•  Targeting  job  burnout  may  be  an  effective  approach  to  prevent  STS  based  on  findings  from  our 
recent  paper  where  burnout  precedes  STS  in  our  sample  (see  most  recent  paper  in  Plos  One 
(Shoji  et  al.,  in  press). 

•  Job  burnout  and  STS  need  to  be  addressed  through  both  individual  (e.g.,  self-efficacy)  and 
organizational  approaches  (work  load  and  organizational  constraints). 

•  Finally,  it  is  no  surprise  that  clinicians  experiencing  burnout  and  STS  are  very  difficult  to  engage 
in  research  making  scientific  evaluation  of  interventions  difficult.  Future  studies  are  needed. 

Interested  in  the  SupportNet  Intervention: 

If  you  would  like  further  information  about  our  intervention  (website  plus  coaching  plan)  please 
contact  Dr.  Benight  at  (719)  255-4180. 
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Appendix 


Trauma,  Health,  and  Hazards  Center 

The  mission  of  the  Trauma  Health  &  Hazards  center  (THHC)  is  to  reduce  the  impact  of  extreme 
human  events.  This  will  be  accomplished  through  social  science  cross-disciplinary  scholarship, 
scientifically  Informed  policy  directives,  and  select  educational  initiatives  across  the  spectrum  of  extreme 
human  adversity  (i.e.,  terrorist  attacks,  natural  disasters,  mass  violence).  The  Center  is  uniquely 
positioned  to  provide  cutting  edge  research,  decision  support,  and  innovation  to  an  array  of  critical 
concerns  important  to  both  individual  and  collective  adaptation. 

The  Center's  faculty  provide  a  unique  combination  of  scientists  from  a  variety  of  disciplines 
including  Psychology,  Geography,  Cllmatography,  Public  Health,  Political  Science,  Sociology,  and 
Information  Technology  focused  on  the  human  behavioral  dimension  related  to  prevention,  mitigation, 
and  recovery  from  adversities  that  test  the  limits  of  human  adaptation.  Through  these  collaborative 
efforts  the  Center  strives  to  reduce  the  effects  of  traumatic  stress  exposure,  improve  health,  and  enhance 
overall  approaches  to  human  hazards. 

The  THHC  will  work  in  collaboration  with  a  variety  of  both  private  and  public  constituents 
dedicated  to  improving  homeland  and  human  security  following  extreme  events.  These  constituents 
inciude  but  are  not  limited  to:  a)  university  departments,  b)  university  centers,  c)  military,  d)  industry,  e) 
homeland  security  and  homeland  defense  government  agencies,  andf)  non-governmental  organizations. 
The  Center  will  work  with  these  and  other  entities  to  generate  research  agendas,  conduct  research,  share 
information  collected  to  increase  application  implementation,  and  provide  expertise  in  human  behavioral 
response  as  needed. 

There  are  several  branches  to  the  Trauma,  Health  &  Hazards  Center: 

•  Veterans  Health  and  Trauma  Clinic 

•  Research 

•  Training  and  Education 


Veterans  Health  and  Trauma  Clinic  (VHTC): 


•  Our  mission  is  to  support  the  wellness  and  mental/behavioral  health  needs  in  our  military 
and  civilian  communities  with  integrated,  evidence-based  services. 

•  Who  Do  We  Serve? 

o  Anyone  interested  in  wellness-focused  trauma  care 

o  Active  Duty,  Veteran  and  Retired  Military  Members  &  Military  Families;  Non¬ 
military  Community 
o  Survivors  of  physical,  psychological, 
sexual,  &  combat  trauma 

o  Individuals  experiencing  stress,  anxiety,  or  depression 
o  Secondary  Trauma  Survivors 
o  Natural  Disaster  Survivors 
o  First  Responders 

o  Specialization  in  Eating  Disorders/Trauma 

•  What  makes  us  integrated? 

o  Uniquely  positioned  in  the  community  to  coordinate  care  with  the  client,  the 
client’s  family,  Lane  Center  clinics  (nutrition,  exercise,  medical  care)  and  other 
community  partners 
Research: 


The  THHC  has  a  number  of  active  research  studies.  A  more  comprehensive  list  can  be  found  at: 
www.uccs.edu/thhc. 

•  EASE  Study:  This  NSF  funded  study  aims  at  building  a  smart  system  that  empowers 
individuals  who  are  suffering  from  traumatic  experiences  by  combining  sensing  and 
machine  learning  to  improve  treatment.  Our  goal  is  to  develop  a  web-based  intervention 
that  automatically  adjusts  to  user's  responses  to  provide  the  most  optimal  service 
depending  on  user's  emotional  and  physiological  states.  It  is  funded  by  the  4-year  Smart 
and  Connected  Health  grant  through  the  National  Science  Foundation. 


Training  and  Education: 


Ph.D.  in  Clinical  Psychology  with  curricular  emphasis  in  Trauma  Psychology:  The 

Clinical  Psychology  Ph.D.  program  at  the  University  of  Colorado  Colorado  Springs  is  an 
APA  accredited  program  that  is  built  on  the  Boulder  Scientist/Practitioner  Model.  The 
program  has  been  accredited  since  2007  and  has  full  accreditation  through  2019.  A 
curricular  focus  in  Trauma  Psychology  was  approved  in  2014 
(http://www.uccs.edu/psych/graduate/phd-program/phd-clinical-psychology- 
trauma.html).  Applications  are  due  by  December  1,  2017,  and  the  third  class  in  the 
Clinical  Psychology  Ph.D.  program  with  curricular  emphasis  in  Trauma  Psychology  will 
matriculate  in  Fall,  2017.  This  emphasis  is  designed  to  train  students  who  have  a 
particular  interest  in  conducting  research  and  working  clinically  with  traumatized 
individuals. 

o  The  Trauma,  Health  &  Hazards  Center  is  pleased  to  support  this  program  with 
financial,  research  and  other  infrastructure  support  for  students  and  faculty.  The 
Veterans  Health  and  Trauma  Clinic  (http://www.uccs.edu/healthcircle/veterans- 
health-and-trauma-clinic.html),  the  mental  health  clinic  under  the  auspices  of  the 
THHC,  will  serve  as  the  primary  clinical  training  site  for  students  in  their  second 
and  third  years  of  the  Ph.D.  program. 

Peer  Support  Program  Services:  A  preventive  peer  support  program  that  trains 
volunteer  first  responders  in  basic  counseling  skills  and  gives  them  the  knowledge  they 
need  to  identify  individuals  with  posttraumatic  difficulties  and  guide  them  to  seek 
appropriate  treatment.  The  CU  Trauma,  Health,  and  Hazards  Center  provides  a  variety 
of  services  designed  to  build  awareness  among  all  first  responder  department  personnel, 
cultivate  and  train  new  peer  supporters,  and  provide  ongoing  training  and  consultation 
with  existing  peer  supporters.  These  services  are  highlighted  below. 
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4k  *1 , 2OO1IX  CiAog49tm4rk  M^#t4  Wik  g.^de*M,4n^4n*Mi( 
te*m  gMck  end  at4kri^n4Q^M*  •Ilikjd**  b4VA*ed  40^  g»d(. 
Tkg4,44ri9li^«n4nki#kc4*d4c  Ikert  d4^44nJifetli4n  in  khek 
ik  c44C4b»  4m4b4n#b4gMcd  Ik*  g*dt  mumJI  *4  Ik*  c4Lb«n4i 
414404444  4g^  *4  44^4QfrvMnk  in  viMck  k«ie4  *B  id44»b(>aiki4n 
Mlk  40^  utedt  (r^4i'«4(':Nb  4k  J..  2001).  }*ll»g»^  Iki4 
n*iw  «»n«^4u Jkiben  *t  44d>*M4i4n  end  dififipw^iifr  rt.  tt> 
*k«cn4lk'*ro«*4JC*4dj4k  bgtn»«4  vw*#p*o  |lln*d  (^OId44kg^ 
Bun»gklro>«tt»cj^,  ODI’,KJ*:-*4i4^^44t  •4td  X>44M«;gb  ,2000. 

Sb»(^n^  Ik*  ^4*4«4>J  *e»m|jidinv«4tk  ««fnp«n4nk  14  in 
lin*g.*lk  lk*«<4b«J  d«M4k{in%44ib4  D*404e4«ii  4k  J. ,  2001) 
And  fo>4*  *4i4ly»44  ^nbn^  *^4  ikek  Iki4  «4ft««(k  m*y  k« 
diAegIk  b»  di4in9iidt  ^440  44ka  «4nAgd4,  4gdi  *4  eOk 
4ffi«*4y  (Cked*4  44id  Deg^Mcly,  lfi9^,  Sk*^  4  J.,  201O> 
Ik  h*4  4i#4  k*«t  M9J*d  lk«k  Ik*  ^«C44nJ  *09440 {]idtm«tk 
«4ro^M4tk  d4vJ4^  k4  *  ytok  «ck444  ind4^iind444l^  feero 
4Kh4U4i4n  44td  d4l4>Q4^*044>k  ^**44>d  Ad>$4dk  ,  l/i*!*,  'ftci* 

•4  200$)  ii^^by,  Ik*  ind^^dvko*  4<  *4  dBaey 

*rid  ^4*nJ  *00440^ 4(40 44>k  rooy  ^*  ^«4i4n*k(*  (Ckod*# 
*fid  D4u;^r44by,  i'XCf).  A  c*e*tk  f04k*44iJy44  *f  $7  4bgdi«4 

«4nfkro*d  Ikok  ««40fgo*dk4  4lka  Uiv>4<4  dro44>444t4,^4*n4J 


*09440 ^4iv044tk  $44404  kk*  4te»nQ*4  e4l4b44>diip  wlk  mJE' 

4ffi*eyC$k4ji4k*L.201$X 

\Jkd4Mbifk4n^  ik*  ir44(^4*y  k>fcM*Ti  kan4gk  9440^04444 
i4j44  aibaly  irin^4cbi4kkk»  «»n«d«.  Ikt**  dl$4C444  ro4d4l4 
k*iA*  k*«n  ^^4*d.  }i(4,  Z>(4040»<ii  4k  •!  (2001)  iodioikod 
Ikok  ak*g4i»ni4*  *n4*^g«4»o*4$^04l44>^*d^kyb«J,4d$*4n>^ 
44>d  a^ibg*  uwck  4o*4*  ^lk4g^ ,  D*oa4gb  4k  *1  (2001) 
4t^y4*d  ikok  44k«g4i4o  44>d  di444t{^Q^*kk  a*n4k  oogaJly 
C4kk*d  ,  Ik *y  *44440 4d  ikok  44k*Ulb44>  fOOy  d*M4kp  $*^44  kh*4> 
di4WiQ4QI4044k  k*e*g4*  *$  k’^a  ndiudoJ  embbuly  bejok 
d440*4td«  In  04rk*4k,  L«^  44«d  .$U*^  (lOOO)  i^*d  in 

lk4il  {k4a44  rO*d4i  lk*k  dtC44ki«j4k  A*a  l«*d#  t>  4404b4n  J 

44dt«g^4n,  gdtidt  in  kgvt  ag**4  d4^tc444i Jk*b4n.  1k44* 
^*»l44tQ^  $*«JioQf  *$  d4^4«c444i  Jthib4n  m*y  in  kgev  C44gk  in 
C*djO*d  f4B44nJ  *09440 ^4$4044iL  Xo  *r0^i«4n,  L**  *4id 

Adtksclk  (1090)  4f^*d  *  d(l4M4»k  *^|^*^  It  lin*  gilk 
ik*  (k 4-9*414  n>»d4l,  Ikty  4i^yA*d  lk*k  d4^44o*tk*b4n  ro*y 
(«4jk  fr»ro  4404b44t*J  4»dt*uib44>.  )1hm«m4c,  in  04nb*A  k* 

L«ik4C  44td  M*44*di  (1200).  Ik^  a^jod  lk«k  e*dgo*d  ^«*444t  J 

*O044O^4ivO44tkt4  d4Sn'*dfr440  *  K4i^*t*dl4Mj  4$  4404b44t  J 
44dt«g^40  Cilka  lk44>  dt^a444i Jktb4rk  Ik*  kktd  n>4dtJ 

^^4*d  4t^^4**d  *  ^k***  *^4*dl  (^  '1^04  4k  J.,  200$) 
Ik*  (k*4*  roodd  k49n4  gilk  d4^44r)Jiktb44i  it  0*4^04* 
b*  k4i^k44t*d  vgak  <te*44  l**do^  k*  n4^)bg*  kdi4$4  *k4gk 
*n*V*Ai«M*044lk4  Bo4b44vJ  44di«g^4n  lk44l  $4l4g#  d4*k4 
ki^  d4^40444i  J^*b4o  ItM*!*  *4pd  l44w  ^4*0*1  *oo4n’^iikroaik 
k4C4$n 

C4l*dig«Jy  Ik44*  rood*!*  (k4^4*d  d($4M4>k  dio*di4n4  $a 

lk*c4l*b»odti(tok4fciM4t  ^gvt4gk  aro^natkit  Al  k!4**ro*d4l4 

lk*k  44dt«g^4n  i#*  c*^44>**  k»  g^dr  A**  ^4d« 
*4td  JK*4l*dt,l»0.  I**  *4td  Adt$4clk.l0a>.  Z>roa4gb  4k  J.. 
2001)  *4td  biA*  4$lk*ro4d<J4(l«ta  44id  M*d*di,  100^,L**i4id 
Adt$4clk,190^*^*d Ik4k44dt«ufb44i  ag***d4^4*o4iktli4rk 
Tka*  a*  *  lirrikod  ngroka  4$  l44tgbjditJ  ^dia 
ing*^^r>^lk*  dc*di44t  4$  >ac  b*b»r0  *404n^)4k  kan4gk 
04n’^44>4nk4hy4  lk*fiodnya*B4LkMdy  044t4**k>4tb  It  4g{^ak 
*$  Ik*  (k<-ota  rood*!  (Loka  *4td  K*4<*di.  1200),  'Ud*  4  *! 
(200$)$4grtd  ikok 44dt«uib44t  (k*d^*d d4^4*r)*Kkili44i .vukiA 
inbjcn  {k*diA*d  l*dc  4(*eo440^4kfvt4rtko  An4kka  l44tgbjdit  J 
ing*4i^i»n  (Kakd  *rtd  I'droidl,  2010)  ir.di«ik*d  lk*k 
44dt*g4i4n  (k*d^*dd4^44r)Jiktki44>  atd  ikok  Wdt  44di«uib44t 
*4td  d4^a444t*liklki44i  4»^*ri*d  ^44n«J  *00440  {lidt 40 4fk, 

ro**4oe*d  *k  *  12^44tlk  (4ll»g>4jp  A  ebgdy  gidt  *4t  0- 

y«*c  (4!l4g>4Jp  ^4ad«d  4Md44>0*  lk*k  44dt«Ulb44i  ^**diA*d 

oyftiaao  (T>^i(:v<ai-Tkrtna  4  J. ,  2002)  >$»gk*4  4k  J.  (2011) 
$»wtd  dtik  *ro44t^  g»roa,  4404b4r)J  ah*g4i»n  kijj^ood 
d4^44r)Jiktli44>,  gdtidt  in  ban  ^io*di^*d  o*dgo*d  ^a444tJ 
*00440 ^4f4044tb  AfOOn^  4044^ ,  k4gMMa,  d4^44rMliktli44t 

^**o*d*d  4edi*u4b44t  (H4gk«4  4k  J.,  2011)  Iki*  d($a44kiJ 
{^da  4f$*d  rooy  e*49ll  ^ro  d($4M4io*4  in  {^da44Lk*d 
indUdgil  ^4fl*^ai4i44  a>d  di(b<4ria4in  g*dtir^  044tdb4n4 
*4044t^  nvat  *nd  g»roa.  Fa  inAao*,  H»gkt4  4k  J.  (2011) 
4A^^*4*d  dtok  g*roa  ro*y  $*o*  roa*  ^*Jl44^ain  Ik*  a****! 
g.>at^t$*kJa>o*,  gki^ro*y4*jaroa*440»b44tJ  44di«gib44t 
ao44t^  g*roat.  JK**!  ro«y  g**  *ig»ida«*  «4^n^  eteik^a 
roa*  Ika  g^ma.  Dt^eertJiktba  m*y  e4!1*d 

Ik*  ga  4$  *g4idaF0*  o»^n^  (dioatj^^troak)  ad,  lkad»c^ 


ft44ll4>kik^4>4*4^  I  **>*«Jt4ll4*W^ 


*«igvp  aM«|  V4fn*«i  J4M»kiC«4 


Jkili«ri  nvy  ^  ro»M  #iliw  «fo»n^m4rt 
4k  «1.  2011^  In  Mm,  lFi«  mf«Bty  («J^«k  n4k  4I)  Ik* 
C4MC^  M^4ik*i  Ikik  «chM«t»»n  4«^M*4n  Jikikkn. 

Irc^ttmlly,  n»n«  ikM  l«n9bj4kJ  As»di«#  *MJu«k*j 
Ik*  <jn4«clyir^  ri>*diilir^  m*A«ni«n*kh«k  m«y  «<{]4in  wky 
4KhMAi»n  m^^  t**d  b>  diMnQtQtmirk  4C  <yv>i««n.  Ik* 
^«Mnk<M4*#«kk«mft  k*  fill  tki#M««4. 

SJ(HA*ey  moJ  «ff>«<k  m*  «r»frr^  lk«  m*A 

fMfj^nlly  *MimnW  c**i»i«c*»  lk*k  fl*y  ivt^ockinl  ml*#  in 
«jn4<A*r>din^  Ik*  d*MJ4^n>«nk  *i  <ttm#  «nM^«Mn«*# 
M^  *#  b*Jcn»iA  (p*ed«#  *tA  DM^4tty,  IdSO*.  ^*a*M*  4k  J. , 

2042',  Sn>»l^n44M^  4k  4J.,  201$^ 

c  lk«  (>«M40»»n  lk«k  K*!^^***^*^  by  4kk4##  , 

mWOClMM,  #J^S4#«c4  i#  *d*i)«Mk*  tftJ  Jm  C4£c#  b»  Ik* 
p4MMV*d  ^UlJily  *f  #lf^p«ck  Ulfl^  k*dlk4kw  *dj<il^#ik 
(;l^>^k4(  tfiJ  Xf><JI ,  'j'X'7X  SJ(-t^c*y  i#  4«fin*J  m  *n*^ 
b4JN£#in  *n^*vtft  «lbitky  b>  m«n«^  4n<imnrMnkJ  J4m4n^# 
*r>d  4««4#a#*  «onb4l  «4n<  *n*'ir  «wa  kin^4nifi^ 

1S97X  A«e«c4n^  b»  m^dM*  lk*ocy  (B*r>^a*,  1907', 

lM*A^i(*4rpd  S^<A»«tt4c,  l<'iO#«lk4lfio*ey  m4#MM#  AmN 
b*c»nt4t^#p*ali<b*a*iij»*#iil^Aia*ay  ifeMJf  i»*  ««nUe^^>*afK 
b4JN£  S4lk4AaMy  nvMK4#  «(^i4d  k  Ik*  ««nb«e<  4I  b*jm«<A 
*ee*<#>k  f4c  *  b<«*d  c*n^  vu*ck44Lk4d  «*ni^«k«nMi  }*t 
4ec«(ir^^  lk*y  ««w«  vi»dnt/  «>r>Mure*  lkiklk4y  «*n  4n^4y 
kk*  tfkslU  n*«w«cy  k»  44J  vUlk  )>^<^*afie  kM(v,«n4  4killy 
k«  «»{3*  wilk  j*b  <p>afi<  ^4l4n^M  0^''='^  ^  2015X 

kk*  4y«k4m4li<  C4M4iw  by  Sh^i  4k  J.  C^CIS)  n*k  id«vlity 
*  —  -  —  -•  *(  #*lk4fT»M«y  lk«k  b«4UMd  «ft  th^  4< 

buBkMt  «n  bum*<A  MQg^#  d4M4k^^ 

*nd  «(^y«r^  *nbw*^pMfi<  rnmrt  b*«Mtf* 

kk«y  b4kk«c  f**di^  bajcrtMk  4n'd  w»A  <tem#  eJ4k*j  Mke»mM 

(^«r>4u*  4k  «1, 2002X  ’Ik4Mi«<«,  k*  ^n  *  b4lk«c  in#^ 

ink*  Ik*  t^«li*r#k^  b4kMi>*«f>  b*jtr»uk  ««m^«n4rk#cmwc^ 
<kMN4^y  *  m^uM  *(  MlktA'My  b*<M#n^«n  Jmfn^wilk 
b  u  m  40  k- eJ  4k*d  i 

’Ik*«C4kimi  m»4«l#  «^tMnifi^b>jcri*ok««ntfiA*ndy 
kiMk  «4nli4l  b4ii4£#  0ndojif^#4ik4JfiaMy)  ind  mdJ 
e»nBikuk*  aili«J  C4##otM  ikik  «*  in^>«cktnk  k»  ««n#d4C 
j»b  d>m4fli»  08  t^4l-#J{y4Ck  [DCS]  m*4«J,  X4CM«kc  inJ 
Tk*»BJI,  1900,  Ik*  «»rMM4li4n  *f  pOT^  lk*M^, 

K4bb«ll  ,  1939).  L«4M  l«^4l*  <(  ikm*  K4»»«««*  1*^  k»  n4^V* 
in^iddud  4rd  4C;|^iluli4nJ  «4n«*qo*n'eMi  Md>  M4ekM^*n 
*nd  4«^«##4nJikMki4n  - *-  4n4  Tk*»Mil,  1900). 

#*di4n«J  «n4  kn^tudinj  B*#4*cd.  h##«*diim*d  ikikbMdin* 
I4mJ#  #«ik4A»ey  «nj  mciJ  #j^|)*ik  in4*|>*ivd4ndy  m^dn 
diMn[g^4m4nk  (*(  4r^^i^4m*n^  «n  J  4KkM4i«n  ^4C4r#  4k  J. , 
200I7',  X4nlk4fMlM  4k  J.,  2007^,  4k  d.,  20S>,  Yu  4k  d. , 

201$i  Tk*  Imikib4n#  *(  M»4d#  M<k  *#  DG^  i#  kkik 
c*mu«e«#«B*44^i»A*d  *#<ttl)^C4n»*fn»klitp,<»u44#ir#|lt*J  by 
kk^*  m4j4fe*9Mmin*j  b^Jin*  l4Md#4f  cm*«Bomukk4c  lk4n 
dttn^k#  in  t*m«s«4#  A  n4ktbl*  4»«e4^i*n  i#CO}^lk*«cy  kk#k 
k4k4#*4yn4mi<4^|k«*<k  r>dujin^>*#cuBo*  d>4ng»<i#*c4nted 
m*ck4n«m(»>K^>ll.l9$0',Hfrb^l  «d.,2(M0X 

OOK  lk*««y  0^b4*l,  19^.  2011)  ikik  *  I*## 

*t  44|l4ki4n  *(  *  bc4*J  un^  <(  t*#»upa*#  (*^i  4m4ki4nd 
4«<hMAi»n  «nJ  PkduBd  m4tiuili*n  k*  k>  uiciM# 

dtdltngn^  k*d(d  uma  Ouclk*^  I*##  *1  ^«*nd  (*i*uw4# 


(Bid)  *#4dbdTi*cy  «nd  mdd  #j(^«ckX  H4bb«ll  cd«c#k*  Iki* 
«#  *  !»•  ^cd.  Ibc  4Mim^,  ik*  A*k*  *1  4e^Mu«ti4n  m#y  b* 
u<vd  *#*  <kitlif^g*Bsk  t»t  44g»din^lk*  le###>y  ms*  b  iM.*ifi 
bvn4uk4nJ  l^Mdi4n  «tn  b*  «#  *n*  b*Mk 

*lc4muM*4«^4i*n.  Tk*#jb#»yj4fk  l*^*l^mndc*m«<«w 
in  kjm  ins*M#lk*  lilMiik»*d  «(d4Md4^n^«^Mli<  n4Qfli<>* 
«»n#*f44n«#  Q^b^l,1900,2011X  Ikw.ik  m#y  b* *##im*i 
lk4k  *  Ki^  I4mJ  *1  4«kM4i*n  «tf^e*#  *  ^k*^  in  kk*  !»• 
4flcd  khik  i#  b»ll4w*J  by  6jdk4C  I*m#*1  ^mnd  t*m«<««# 
Mdi  *#  4dk*ffi«cy  4C  ^44n>4d  #«-9d  lvkf*cbtfkly, 

c«m<<«*#  *^4k*  in  #«pfj4r>«*  m  (M)bbdl ,  2011), 

n4k  *#in^4^4n4«nk  b*A»ui  wk*  «<hM4  lk«t  t*m«<««# 

M*  m4#t  <Mk»4cJbl*b*  *idili4nd  l*M#lk«k  l4*d  k*  *f<<lk«c 
d4f]4ki4n  *1  lk4i(  t*#ouco*#  Ql4b^li,  19S9 ,2011)1  Cbndjdrt^ 
ik  m*y  b*  ««i#n*d  d#k  «(kM«ti*n  m#y  b*  *  {3c40jc<*c  k>  * 
0irtk4C  l4«#  4i  n#iUBS>#.  «Mfin^*  n4Qtliv*  d>4r>QB  in  #df* 
4A*ey  «rd  *  J*dn*in  ^«a<.>*d  #*dd  #j(^«ct  Iki^^in  kutn, 
uwuld  ina*##*  lk*lilMiiK**d  *1  4lk4C  n4QtliM*  «»n#*fj4n««# 
*f  wmdt  M^t  M  di#*nQ^Qim#ik  (uki^  m*y  J4Md4f>  k* 

fMM«nk  6jtlk«c  l4«#  <(  ^«##ond  i4m«B«*d.  *bAnkMi#n ,  4rd 
kjm*v4B 

W*b*<#>^  4n*l4n9kijdnd  4uJy  ««nfi0nin^lk4k4m4li4nd 
4«k  M4i*n  Km  4n  4A*A  4n  #4lk  4lfMMy  4rd  khik  «lkd1i«*eym«y 
m*J4k*  Ik*  cd4li4n<k{>  b4kw*4f>  4BkM4i»n  4f> d  4lk4cb«n4uk 
«*frf>en4rik#C^<-:  Tbmi<,2000|X  A  p8##bl* 

«f  Iki#  4t*^  i#  td«k*d  k*  kA*  m^s«M  <(  *J6  dT*a*iy,  ntrindy 

m*4«cy4*^«d4n«*#4rd#«m«kid4nr>»li4nd  <ttk«#(I<':o<A4c#4ivJ 
Tbm*«, 2000). l4Md#4(4m4k»*nd  •c^#wtfk>*n  m^yl^dk* 

*  t*iu^4n  in  m^«cy  4ef>«a4r»«M  X4C*»u4C,«m«c#u*  #«m4li« 
4nJ  4f«>»li4nd  M4u«d  ««nn*t4d  uJlk  4«kM^*n  lk*«<4iedly 
vmuM  d#*  BMdk  in  c*^«*d  #Jt  dRmey  bdi*^#  (£4n4jB*, 
1907). 

A#  #jg^Mk>j  by  Kobboll  (2011),  tM*uMW  4*  n4k  «^ik* 
in  *  ^dM  nMrtn4C  bvk  Hlk4c  lk«y  b»vn  'k  mcwun." 
SdtvM^tc  4r>4  Xh«l  (200^  Knk*d  #db  dfianay  ««d  #»dd 
«f^ck  by  ^  ik*  «jlbu*l)4n  hy^lk^#  ^*«^*  uilk 

*  li«^4t  t4«^#  *£  mlkdli^My  4C*  m4C*  4fb*4i<M  in  l«4rt^ 

mdrk*Btin^  4n4  4iM44{Sn^  #^ff)*tt•u*  #*dd  Ml4ki4Mk^ 
lk4M4»B*,  #*ad  i#  mdrBMn*J  by  mJbdfi'Mcy.  An 

dNfftBkiv*  4r»«bKn^  Ky^dk^#  #j^4<te  d^k  mdd  Mg^«ck 
b*dlk^m#dkdT»imey  m,4  Xn*l,  2007^  y.>#*^d> 

«*fdu44d  in  Ik*  «*r4*Kk  4I  #**n4tcy  lK4Mn«kik4ki4n  4m*n^ 
htfnin  0*^4*#  |k4ud*4  «i(^4  (»(  ik*  Mlliutki4n 

hy(Mk4##,buk  n4k  (»c  Ik*  4«Mblk^  ky^«kk*M#(Sk^i  4k  d., 

ivl^. 

0*4  «k<diM  inuwki^^kfcJ  Ik*  M<i*<i4li4n#  b*tw*4n  kA» 
«»m^Mn4nl#  <(  bum*^,  4«k4M4i4n  tnd  4#«r^^4fv>*nk 
uilkin  Ik*  «nk«e4  *(  (>*e#«nd  c*#cubo*#.  W*  in»»*<tiyk>'l  ik* 
im^dwto*  *1  d<4n^B#  in  k>M*  ^mmy  ()icmnd  b*«*ubo*#^ 
bu(n4uk  #dk4AMey  *nJ  uwck  Bd4k*d  «*<id  #j[^iL  Ik* 
4#md4ki«n#  u*c*k*<t*i  in  kuu*  I4n9kjdnd  4^4*#  ««n4u^*d 
4m4n^kvn4n  wv«««#uMck«c#uMcian^in  Ik*  USl  4n4  ^4l4rd 
vuilk  milikKyind  ddltn  di4f4#  $p*df»(^ly,ikuM#kyf>*lk*Ml»d 
lk«k  4BkMfki4n  ikDm*!  w«ul4^v*di^4i««nQt^tm4nk  ikTVn* 
i  $*Q4n4  ,u>*kyfMlk*#d*4  lk«k  lk*4*kM4>»f>— d#»^>^Mv»>f>k 
4#«*dkli*n  u*4uI4  b*  «*yj4ribdly  m*4i4k*<i  by  in 

#4lk4Aa»ey  *n4  d^n^i#  in  #*dd  M^|p»ct  Ik*#*  m*Jibn^ 


k^4«1 1##  ki  ^  4«d»^  I  %*iw4«4l  Irdv  4^ 


^muvy  kM«|  OdM»«|  JMd*«0«4 


ItM  Kjjp;  VM«  NAid  S»c  WMck 

Ihi#  Mici*U«  i#  «M  lh«  k«y  4«fe«rnr>«r>b#  <1 
2CI<>4,^«4u4n^ imlic 
*s«##JK«c«««jfejc«#C’-2l  4kJ..»i;a 

STUDV'  1 

Methods 

^Icipane 

Sbt»dy  i  WM#*  fMk  «!  *  kcjiic  ir>s«*<iylift^»>oif>j<£y 

kfitwriMtie  i#t4  j«k  Uj0t«<A  ^4k**i»C4l  h«JlK«iM 

itt  IXS.  miikicy  ^4frrtn«l.  «ik«d4  ifrc 

kU#  ^Jy  iradu^^d  (4)  M.frdtir^  4#  4  ^dt«M«cJ  h«JlK«iM 
^4>.*d4C«kl«44t«n4yMC,(^)^*»«.»^r»^MC<.«««#^\T5.  milkMy 
^tctf»rr>4J  ,4rrd  iri4c4diy  wy9*»d  k»  te4<jr44  th4»<^k 

kh«ic  «A>»d(.  UlM^  KufpdMd  tf>d  niMty  (4ut  ^lidiojkftkf  (r4«4n 
•^4=  «^$7  y*4M4l4  E^PsllTq  .(«,>«•  MMr.4n)«4n^4^ 
kk*  «fttirM  MtMy  4k  Urr**  1  Am4ft^lk«M,13$  {kcb^pitrtb# 
(nvMn  4^  =  S(k«2  yM#  «14  [SD  =  12^$].  7U«  w»rMn) 
«»r>v|]4k4d  lk4  «ftlirM  M<4«y  4t  11^42  (T2).  *Lkl4l  4i^4y# 
44m«94^€  inC4Bi44li4rt  (4c  =  13^  Ak  UrM 

1  .futfiojkrik#  C4^ct4d  w4ii»M#ir>die4A  b4i«44li<  4»^«d4n«4# 
(i.^ ,  4w«r»44cy  4e^MC4  lke4<^  Ik4it  «A4d(),  ir>d«jdn^li(^ 
k^44k«r>rt^iln4«4C  ih^iy  4f4^4Ak4c  #«fA*«A4d«#4(9L9X), 
«4mW  «f>««W4(S1.14&)  ,4ud4«t  «JfV««^4A4d  dMih  4f  44r(^M 

d444C».4«.).#««jJ  4#Mlk(«7.«e-).(V*«^ 
ktiri^4ttili4r>  *oa4«r>b4  ($3.7%'),  h4A<4i  (^9%), 

4tk44  M4i«U4  40d4«rik4  ($37%),  4ft4  4(k44  lU  kff  llklT  Ti^, 

airM#(S7.0%). 


M«40Lr«rYiorit 

^4A»df>4rk4  ««n>[]4k4d  ^<i44(i4fir>4C4#  4MMiri^j4k  Uj0t4<A, 
MJk4Ac*ey  $»cj4k  Ui0t«tA,#4dJM{^cck,4ri4  44rir>»9i^i«i 

Bunout 

0(44rJ^«^  Bu0t4*jk  Stvtftkfrcy  (OlSl',  HJtidilbifi  4rd 

Dtfn444<ji,  2D0Q  VM*  UMd  b»  4flV»b«Aj  4»dt4M4ki«fi 

4ft4  4iMr>Q4Qir4«»t  K4^«f>4«tk4  e4k4d  dt4  tjj  imM  m~  rr  $»c 

4*dl  4t4k«ni>«Ak  M^dn^M.4dt<d4k4d  d4to4#4«fi  4  &^rik4Qj4 

t4r^^^  fe»m  1  k4  S  S4fn{l4 

ib«r4«indwd4d  ’^kJy.lNrd  b>  think I4* 4k  M.4dt  4r>4  4»  my 
Jm»A  m4dMr>i«jy  $»(  lh4  4fifiy[.iriiifik  Mk4BJ4  4f>d 
”Aft«  WMck,lNft4  k»  n44dm«<4brM  lh4r>  (nkk4  in  4<4ti 
b>  cdiK  4n4  deJ  k4lk«^'(>t  lh4  4m»b4nJ  «4(4«i^4n 

C^rJ^4d>^  «44Ad4rk4  v>«mOi$$  $41 4i4«ri9(^^4rk  4k  T1 

4n4T2,lX$i$K«4i4M^4n  4k  Tl,4ri40.$$  $4c  «i>4Uib«n  4k T2 

Chan9»  in  BLrnout>Robt«d  $«liEf1ic»^ 

An  ll*ik«m  S^Kn4*jk  $d$'XJ1i4*4y  $oJ4  «w4»4^|p<W  b4  m44»«4 
MlkWKeMy  $4C  444in^  vMlh  )4k  kun4uk  ^i4,  200Q.  1^4 
4ail4<.»M#4tMJ«^  in  in4w4KB4ri4tcd4(lM7)«i^^4nb4 
—  r4lri~tfilf  iffi*4~  ri'  mtitw  “tf  4JI  ik«m#edl4dif^  ^4dlf< 
44m4r>4#$4'»^ktfn4n  mm«4#  sM«ck«c«  diJin^utlk  n4QtbM4 
«4h#4fJ4nM  4$  «A4d(  4CCM«  Ttl4  inbJ  ««A4vA4d 

4m4n^2S2  S«r^4(34e44rt  8y»^ <h4W4d  ^44  Mli4lbilky4$ 

1^4  4^4, with  C^rJ^*dt‘<rJ^h4  4$Cl93,4n4  q^4  d#amtt4nk 
MJi4ky  ,4#  4t4>.M>  ky  m44«C4k4««CMJ4b4n#<.ulh  4lh44  wome* 
4n4  k>jcn4<A  iftdi«ik«ctf  Qm4,  200Q.  L*di  ^4^4n  k49n#  vjlh 

lh4  A«m  'Mow  «i(^l4  4m  I  tn..  V  $dl4M,*4d  udlh  it«m##4di 
M “4mI  iMth  4 $4Jrt^ ifMk  Ihi4j4k  -  iifr  m4  4>jkf' 4n4  'K4rid4 
lh4$4Jir^  lh4k  my  )4k  i«  uMleM*'  1^4  etnji^d  &«m 


T4£L£  1|l>49a^lv4  <^blk»l«c4«w<^jyt*-»t4cO<idy1  A«4dyk(MbnM^. 


M4B«J4 

«<4dy1: 'IV441 

«MytTlM4k 

<l<4ky&  Tk44 1 

klukyft  1k44k 

M4V>4^ki 

k«<r(lkr^ 

west 

F*4A|4 

r«ik4^ 

M«4 

INIM /OC  f£  UmONWr 

ln4>8>|gMcT4r<iker^ 

Not  |4C4  l4ltf04V4^ 

WaWffOMC 

«i4»0 

Of^ 

A»eayi»44^44 

•>f^ 

- 

- 

W«tlM  44^44 

4i.iki&^ 

«aik4(;iii) 

n44««ll4  44^44 

^MfldllON 

n  «4ra»ko^i('^kiQ 

114««V(^.4b^ 

r44kVf<klM) 

44«t>«*(lkJtki^ 

^«r^]k»4Ar4ll^  I*  A  Ml  ftr]ln4  JMjvtfktlMnn4k^4n4^«4rA^^3>e^>tftrv4^M>^t49>44 

Uf^Amr4»4T4k#h^4*4irkM4^«Vln  #>^44^,444  ^  44rartf4iV44lT4k^  »4J  mi4t€ 


I  4V4«J 


/voJWf  IM«|  NMm4«|  MM4MM 


1  7  Irt  lh« 

04AW>''<f4t^  aa^awt  wOJlatTl^jT^SW^jigJifcfcd 

J  v«tj4#u>*c«  •JM4««lh«irtd«(  Ih* 

CMduJ  Mif-t(fi«*ey  viw#«^Nc«J  in  tf** 

c^««»»n  (MB  J^U  ttii  T1  M^^AoMy 

«#  *  A  hi^4c  uJ«M  «i  th«  ir>d«c  m«in# 

*  ki^«  ir«3«M  <{  04U^ftk^9f  i»a»  *Imm<c  «Mkj«  rA«rirt# 

*  «(  MJt^AaBeyi  A  «iy>ikc  «^fk4*d«  wMB<iMd 

^4u«*jJy  «J..20(I^. 

Chango  in  Pocoeivod  Social  $(4f>crt 

TU  JK«ili4ir^««r«l  $«J«  «l  ^«w«l  $»d4l  $u^d  CMS^-. 

2^^  4J. ,  ld&)  UM#  UMd  l«  MM##  ^4*eWM*d  MB#! 

K4^4rt^d>«(  pteot^i^rt  «Im^  (imily,  6i«v^, 

*r«d  «!}»«#  «n  *  7>^ir<  «qJ«  64m  1 

rf#y^<)  t4  7  (yvy  ttv*  «ci9rk  J 

irt«(Mdi4n  wMrfta  iirnly,  6i4fv4#, 

*r«d  m^«0.«#«c4, 

4n«l^ln^  (kcb'dfknb#  t»  «»^  udk  w«<k 

ikwn#  kdM4*4  'Totn  lJk4k««jt  my  ^iv»U4nn#<Mlk  my  £incjlyj' 

"My &i4f>J#(«dly  dyt»  k4l^m«V«n4'*Ik4c«  i#  J  ^Mn 
uuk4  i#«c4v>^  vukiA  I  «vt  Ia  rvM^."  C^rJk*dv'«P4l(k*  «»4Aa«tk 
uwOlMit'll  *12  S«miktt»  #«t  rfR^cy  («c  j4k  kvn^gk, 

Demographic? 

W*  <d4m»9tpki<  i^6o<m«t»»^  K4^^r>^  lk«ngmJ^«t 

♦(  “•—  «|  gi>«<k  «p<««ve*,  ^b'qptri^  WJ  <i 

♦Jg^tb'Mv.ciktknikipHti^^  4«9fMb4rt,  4nJ  4ef>4a4n«*#<Mlh 
in^iMck  «c^Mt«b4  d#urA«b««gw4h#kKE«g^  kKwc  wock 

Prooodjres 

Tt»*&#bMkn  J  lk*«glfi«</ift4ibijb«A  In  Ik* 

UiL  *p|k4v*i  lki*#to«dy.  ’IKi*^4t*il#«(  ik*  p««*J«Mvg«M 
^4#<ik*d  iJMMklC*  (!C<^J(  4ft  J. ,  20131*-,  Sk«j  4ft  J.,2D14. 
7«b«AbJ  ptdid^gr^  Me4ig*i  ftk*  ihvifttb^rt  4rrMil  «4nfcMrir(^ 
ik*  «filir>*  «icv«y  Ink  Ikty  ir>^«tft*J  gk4ftk4ft  kk«y  *9*^  t» 
ptftbgfwft*  ft  Ik*  dgJy  «ft  ik*  4«tlfft«  ««n#4#ft  l*Bn. 

Itt^M  vuk»  iij^iii  b»  feJt* p*d  in  T2  M>Mm>*nk  t4eMv*d  Ik* 
inUfeib^n  4rMil  vUlk  Ik*  4nlrt«  #gMy  Irtk  (  m«rftkf  4^4C  ik* 
TlfgfMy.Tk*  mMn  bm«4J«pMd  ^4^A»*tn  H  ind  T2  mm12S«77 
d«j/w(.a>=  2(U>0X 

Xlnalyfcal  ^ooodije? 

W*gMd  ftk*m*MnrMmlilMJik*W  4dim«b4n  m4k»Jft»  rnpid* 
miflin^^tft*  I>cld5  «4m|l4ft4ft#gbn^lBM  S^SS  ^Vn4#(Mtcb«n 
22|X  Wmfirwn  ifft  it«m#l«c  ktcn^gl,  ^Mr»^  in  mbJ  «i^ip*d 
*nd  #Jt  iffiMoy  SM«M  indg4*d  in  ik*  6jI  ftl»vn«b4n  nwerngm 
libJik*^^  impjfe*b4n.  Ik*  *#Mm{li*n  *(  Ikif  «{^«Mk  b» 
d*ft*  impjbtli«n  if  lk*ft  Ik*  mifin^  d«ft*  mgd  k*  mi#fn^*ft 
c*n^m  CACAB.X  mm#  JkMB,Idlk^rM#fn^  «m(l4ftJy  *ft 
cin^mCMCAT)  ft*df,vki^ifm»e*t*dadig*lk4n  JKAB,u>«m 
«»n^^*i  in  IBM  S^S  (Mtcfim  223  gbn^^4f»d4ft,  ^•*l**t»n , 
*nd  inbmfft*  MJ*b4nff4p  dfftuf  m  cd«ft4nM#  Bffulftf  «l  ik* 
Iilb4#  JKCAK  ^*vMd  miMn^^fftfVM*  JKCAKI»c  it«mf 
(<c  =  Si(»,f  =  0^.il«n#(»Mli-i«>:«y 

E«c b4jtr.4<<  H  ,]|^0  Q  =;  &75,/  =  0l6?,  t,n#6»E  OLEIeE 


Tl.f^  =  )2<7,f  =  KStSS  = 

t,i7,^  =  071, ift«mf  l>K  #«lk4A«My  l*c  j4k  kgat4gl  4ft  T2, 
=  2^  .^  =  (k».  V.J  itanftEi  oaiil  12.  =  27.317, 

^  =  030  lnl4ftJ,00$(lt*lmiMn^^4ft*gMc*M(:4M*d  (OJ>iO> 
4ft  llm*l4nd  011%4ft  *Dm*23>  •K4c^i*'f«4A44fft  in^iatftfd  * 
4(^1 4«M4b4nk*mmglbgia4ft*n*nm4cmJifty  (abeJ  t4b**l 
3l^X  W*4Mtmri*d  k4-»feA4p««nb4«n«*inft«e^4lf  «l«fr  Aoftfdf 
l»t  ««n«4t4n^  *lt«Mlbf 

W*  ft*d*i  Ik*  «jlbg4b4n  ky^lk*fif  in  Ik*  #«qg4fftiJ 
m*i4b*n  ftfiJyMf  gtin^  M^f  (4**  f^*e*i^  g4*d 
4fk4gdi«n  4ft  H  Mlk*in4tptni4nkv4d4M*4r>d  4#«f^ft^4fn4nk 
^  T2  Mlk*^^>M>i«tl  tMJ^k  rSfWiyiXt^iirir  ^  T1  Mtd  y^ 
fluMck  44^iftt44>M  gM*  g4*i  M  «»Mta4ft*#  iki#  m*^*],  Ik* 
t4Lb»n^ipt<fcM*m  4fk*g4b4n  4ft  T1 4n4  ^i4*n{ftQtm4fft  4ft  T2 
gAM4*^g<fibJly  m*ii4ft*d  kylk*dt4nQ^in4tK  4<*Jt  iAa*ay4nj 
lk*^4nQ>in44«<  41 4*aJ  fu^pfrA  I#d»in^i*d4ft*dSMMt*d»i 
gin^SfO-  k*4t^4p«4nAi4ne*  inbtcgJ#gilk  ifijOOO  k44ft4d4p 
«tn^4#  W*gf*i  Ike**bftin4«*#b»  *m»m  n»^4k44t*  ft.  W* 
g4vi  *  «d4fl  ^int  4010  i*s  ik*  i**l  m*4fi  #fJ4M  4ce*s  *1 
4p^««(fvt4b*n  ^(MSZA-, Ift4g.n* 4n4  Oj4*d( . l^:i'3), *  oufctit 
ptinl  >020  l4c  ftk*  —■[-■—>■•—  bk  ini«c  (C^Hg  Btf>b4. 
1222) ,4nJ  *«d*K^inft  400$  Ik  lk*4fetn^Jd*d  e»4ft  mt4n 
c*bdgJ  (SBM^Hj4n4B*nb4(.1222X 

Pesults 

lkkl*l  4«pi^lk*  4*4st(lig*  dfbfbcf  l»K  Ik*  4wvt«94pf<< 
•Mci4U«#  1^11*2  Jwpkyf  «Ke4i4b4n  «*4A44fef,m«4n4^  4r>d 
4fe4n^J  J4M4b4nf  Ik  Ik*  4^^  UKifU*#  Attob^n  4n4iyMf 

4k4u»i  lk4ft  ^4p4gkfk*d  b^irHtndyk^kK  ^#tf^^4fn4nft  4ft 
T1  khfn  «4m(]4ftK4h<^2)=  251,^  =  001, 4nd  «4m{l4ft4M 
SMtM  b^iAoindy  *I4k  Ikfn  de*^<d4^  =  217,  /  = 

003.  '1k«*g>tM  n*  b^iAotnk  ^ll4wn«*#l  >fcM»«n  de»^«df  4i>i 

«4n'fid4Cf  ft  4m4fti*n  J4:k*g4b»n  4ftTl  =  117^  =00l, 

#dk  dKmey  4ft  H  ,^^a)  =  l>lf.>  =  02$,4*4  J  ft^pKk^Tl, 
47d>  =  030,,^  =  070,  =  lSf.f  =  OU  .p«l*4>f*n, 

=412,^  =  O2$.irftim^0«l4b«n4t*p^4f,|;p^  =2C7, 
^  s  015,  *c  *iii44b4n ,  s  Ik 01,  ^  =  022.  ViiknMn  4frd 

m4n  4  b  n4ft  4llKb^il44nBy*SMiflk*  duby  gtci*klM(^4ki* 

t4r^«  014.0$$). 

y  H'Mftfcifn  **rtfM*r  Jyb  f  *f  vi*B4n«*in4^ft*blk4ftk«Bn«gk 
#*ll>4A^ay  bib  n4C  4t4f^*  fi^K^tndy  ft*m  H  ft*  T2, 
>»)  =  Ifnilfdy.  Ik* 

l«gjf  *lp4*e«tg*b  4*<iJ  4>^p|^d  C44Min*b  4ingl4ft  *a«#f  ik* 

m*4#ie4m4nt  {>«inftf,  IM)  =  1J^>^  s  0205,^^  = 

O012B»  lin*  wkklk4#*fin4n^*  «Ktb4b*n4n4Jyb  finbiotft*b 
C4kbgJy  skilly  *a«4if  dgby  gtcifkiM^  vJik  T1 4nb  T2 
«»S4kb«n  «»4Ao*nbf  t4r^n^  ft»m  0l5(4JlHA«*ey)  ft»  0$2 
(4*4  J  «i(pK^  Hi^  «KMJ4b«nf  k4ftMMnTl*nb  T2inbiuft»Bf 
*l4ill*A^ey  4ftb  4*4  J  #ff>Kk  rmy  cw*bkin  Ifw  gtfti44»e*  *1 
tMM  4t4r^*#OKM  4nb,  lkK4lK*,  Ifnik  Ik*  gfilu  I  nM#  *  I  fgdt 

#M<M  B>4ftMi  *1  C4iug  #OKMvg*  4(]pC*b  CMiblJfil^ 

^4r^*#eKM  B4n4jJife4b  fin  rM4f  >~nr*4H"  Mr~  Sffttb  sMikTl 
#eKM4nb  nwn^n  ki^  MJi4k«lily  «g4n  vjtufi  ik*  «»a4l*b'»r4 

k*bAMnTl4nbT2  4M»i^  (Ali#»n.l220X 

Tk*  4Mtmin4fti»n  «l  Ik*  kypcftkwtBtb  m»4«i  ^pgnin^  * 
#*fj4rftiJ  m*bi4(»»n  4bl*d  *1  #*IE-«A»ey  4nb  #>aJ 

M^p»tk4t44^*inlk*C4i4b«nitipk4ftw*«n  «b<4MAi*n4ft  H  4nb 


kkKllf»>iP^4»0*4^  I  *l*«»iuHlfd^4j 


^VMvp  ftM<|  V»*Wf»«|  Jl4M»aC«tt 


nOJtB  il«»i if> 

(;)  ^ ^ ^  -0««a>0u0«t  Q 

0  «L«tfOuO£,(^  <Kn«u««,  ^ -«j01^<iu»I.  (I  ><lO«fi-Ci««l~^<  <i.CM,^  •( 


4iMriQt^«n4rik4tT3«fi»«A>«d  lh4tkK*m«J4JK*d 
Jifefefik.KKSlA  =  OlC02  (SD^a  pXID0,aiSq).Cll  =  a»7, 
(’TU.'Dj^  <r^  L«uw.  U73)  =  ClM). 
$K,l^=0X>tSLf  e»l4K»v#«feir4ic4^*d  «»4AaW4^c 

in  lh«m«d4J.  ««nM4n«*ifib«<wJ#4rtJ  y 

w«Aj«#u>«c««»n«Atr>t  4rt 

iK*  {Mhwny  tf>*  *Jt  iffianoy 

(dSW-  W«k  (X  C05, 0ll$7]X  ^c.rrti  lh4(  ifpkfkihsMy# 

k^«<j^  lh«#>aJ  (9f4t ^>»feA4^CI [^Cl$, 

Oj03(^)  r>»t  lh« lh«#«I^Wf>a*cy  «r»4 

^MTt^  Q  [*1X001, 

000(])sMM*«^ifi^L  tf*kM^  I«m>J# 

«l>«w^4n  «k  T1  *  y  Mkn  4*s^Min 

wivi^inbjn  ti^  kn  u  I  r  Jf  nf  Inriy^.ifi'iirik  ikT? 

A^ili«nJ^,  wft  fcwtti  *  n«A*d  m«4J  wilh  r>»n«^ifi«r>k 
^«ilhuMy#(fe»m  *Jt  iffioney  ^«ri0k  k»  #»oJ  M^|^d 
fe»m  H  b»  4»4J  ^4r^,  tfri  fe»m 

M(^«ck  b»  T2  diMnQ^QirMnk)  ««nA4in4d  k»  k«*». 

K«Mlk#  kh«k  lfi«  nwkti  vam  n4k 

JiffiMnk &«m  Ih*  hy^th«Mk«d  m»4J, 170, ^  s  010. 
*rVi#,>k«*n  xt>d  m»4«1  mny  ^ 

Discussbn 

T1>*  cimI#  «l  Sku^  UiJ  n«k  #i^|^d  lh«4jlliuib«n 
*nr>»r^V4fM«BJh«JlK«(«  (k4w^4B#u*«clan^(«c\J[SL  millMy 


^ttfonn^L  H>w«>4c,w*  4a  in^cid  W^kd  *  4*din*in 
Ml^^Aoncy  in  kK*  kifcbun  «liM^«n  d  ’ll  ttfi 

it  H  ^  Sbjly2,b»  M^iad*  lfi«A  fin4nQf,lh« 
Mn>*nv»dJ  wMk«d*d4m«n^^«Ji^  ft  8t»«<»nJ#wa<Wn^wlh 
#jfftan^^m  <ri  b»  d«i#n4li<4Mnb#. 

STUDY  2 

Methods 

Pvtc^vito 

S^dy  2  WA#  *  fuA  «(  l«c^  dvdy  iMimnin^  «A»dt«ld*j 
C4«v«t#an4  dvawtJ#  Mv>»r^  hvnan  mm««#  n<l» 

wA^umaindiMdiy  k»  daur^dia  «4>«rik»  the»u^  ifxc 

UMck  }td<JM4n  aiked*  k»t  kM#  du^y  <ANM(n)  WKMn^d  Und 
i  yMC  M  *  KtJlhaiM  4C  J  »ift»ie»  ^«vid4c,  (^)  (k«udn^ 
»ipie>»  k»c  di.«li<n#u4t«  vac*  k»  tenumdia  4M«nk#^ 

<nJ  (^  inJi^dly  «<^Hndn^kaiMmdi<  «4>«rikrthc»«^h  thW 
«A*»ck  ’D<«*  kMn^«d  and  ««<  ^ttcbd^tankaCmaan  a^«=  3S32 
[JP  =  0.10],  TOvlft  tMm*))  ««n>{]d*d  lh«  «nlin*  Mn>y  d 
H.  Of  lh«M,lS0  ^lid^te(n>w>  =  ?107  [IP  =  00$], 
TO^OC-  u»m«n)  a^^n^dad  lK«  «nln«  MS<My  d  12  'ftfcUl 
di^4ay#  dtma^^a^cf  k»c  103  ««m(]dtef  k«c  Skady  2  Ak  11, 
lh«y  UNM  w^8*>d  k«  *  nwt^«  «f  nditad  dawndia  auMnka^ 
in^dn^  illnMW  ac  iryuiy  k«  ^enk#  «(  l«vad  ana  C00.$ff>), 


k»««<tCTk>k^dF8*«^|  wwJjIlidfca^ 


;vMVf  kM«|  VdM»«|  JMdatOM 


IIIIIIHI 

Iliilliil 

SiSiSSSSI 

lllllllll 

cic»*si9ia»^ 

?■  IT  r  !r  y  r  r  r  5^ 
s,  s-s,  a,s.  a-c,  s,E, 

nni  H 

i 11 11 11 1 

t  UULLl 


(&14&),  MJ4«n  grw<^*^  4*^  «t  lovfrd 
«rt«  ($4$K>),  *ed4«nfef  (720K-), 

*994wte  ($12X).  JiMfcM#  OLltt),  MMuJ 

(SLM>),«lh4C  Mi««j#l)S*  tf>B**tiftir^  «inM  (39l99t) , «»ny^«t 
(7^4C>),«lh« 

M«4A#«mont 

W*  «iMd  tk*  ^4li4k  M«c««^  «(  lh«  lYi^-gMri  rtf  M  in 
b»  *^M>» Uicn»Mt. <J6-WR'afcgy  »fraJ  M()^k 

«nd  S*<1(  tK«Mi«li4n  «am  umJ  b» 

*04j(4tetunJ«li'»nCK«fn  Q!4nk*4ti 

cc-iifi4«^te  W4M  Cl$D  4#*r^>i^;»ivMnk  ^  TlMl 

i»t  ^  Hpid  6m  «;>wjAi»n  M  tlfiji  (oc 

«cT2pLSl  S«c  Mft-4lf>a*cy  «k  H  4n4  T2,4n^d(  Soc 
ACS7$$4feTl«n<IT2  A^inSbtdyl  f««<duJ#UtoA^Mn  Ml^<*Aa*ey 
«k'Il«n4  T2«^dcMJuJ#k^iA>Mn#xiJ  4kTl«t<j  T2 

«w*d  «#  ik  4  ^  <n  ^  i  n  4 

RoOOd/«5 

'IK«  ikfc«cr4l  KiivMMv  «t  lk«  Mik«B/  iMbbuli«n  in 

tK#4wdy^  T}t4<l4fciiU»tlk4p»»  e»^ti*wM*  i*#ab4j 
4l«Mk4M  (pMiifc  4t  J.,:i!i:'lj4^-',^i  :;ji  J.,2C14- 'lh«in«M^ 
(»c  nUbili*n  t»  tk«  tbiiy  mum#  4n  nifcMocUn^ 

w«lb«fcw  i»c  ()e»6Mi4nJ«  wk«  umm  p»fc««iiJly  ic^a#4j  t» 
in^t«^lEM#n4ki<«»«r>b«^  «»nr^4li«n 
lk«#*  wk«  (kckinlk«  T2  MMwnW  c^OMVftd  tk« 

inM(bl>«n  mmiI.  Ik^  tvMn  bnvk^L^wJ  b«twfctn  *11  *n  j  'Dvm 

%«(.3iP  =  3Sl30). 

J^ndyfc^  pfoo«dj«5 

*0(4  «m4  «riJy(i«J  |k4«4d«<4#4n^  #«ibAM4  <mc4  uMd  «#  in 
Sbi^y  i4n  1^3  ««fn{l4b«c#«<  kk4  Awdy.  Tk*Zild^MCAKN^ 
4k»iA»d  ikitmiflin^^ife*  wmm  JKlCiAX£»ciNm#^c  OOI«t  H, 
1,}l^  =  119.1i.>  =  (X«.  iUnobiKS^oH.  = 
^£9,^  s  Cll^ib««n#ioc  MJS-tA^oy  kMcn»uk«t  H, 

s  s  0l55.ib«fn«C4<CiI£l4tT2,l|;^^  slCLli, 

y  =  <Hff,tti4  ^*6m  JKS^4tl2,l|^^  =  SS.7y.y  =  a«. 

M^wvmc,  k«vt#  (««  #4^4AaMy  (»Kj4kkgvk«*ik  <ft  T2  unm  Mk 
MCW,  =  1121S,  f  <  aOL  l<r«>  fei  tt 

T2  9»nkiin4d  «rJy  0^1X>  miflin^4ik4r,tk4Mb»M,  lk4M  ib«vi# 
UMM  iiv^b4d  vwilk  4lkM  miflin^difen  ^  b»bJ  CiSCV-  4^  ^4fe4 
(CSM  4t  UnrM  1,0£2%  4k*Ilm42)  •mc4  ^pA4d  MnvMn^ 
'IK4Mri>44nJyli<4^4*i>ui4#ublk4d4#in$bj^lk4k««k 
4IS  (IKiVb4cy  ^^4kk«M«  «44ffi9tf>k  indi«tb4d  *  Ji^k 

^4M«li4n  fr4mn%<ibwtci«b4n4n«4vnJky(aib«J  cib4  <(^S% 
Wk  4M«vt  i  n4j  Ik  4  «» CM  A4n  cy  k4ba>Mr>  b  ^  i  fioin  «4  4 1  «fr  4 
4nb  9S%k44t^u^«frrbib4r»e*  irtewJ#. 

Results 

'Ukl^S  bi^«y4  m4«n#^  btwiik^n#^  ^44fiMn 

«»B4Lb«n#i4c  Sbiby2  Alteib^n  inJyfi# 

4k»iA%d  Ikik  lktC4  uxM  n4  <^Nb«mk  biflbc4n4#  k<b*»>n 
«4n'^kbtt#4nb  in  *k  =  ^C(7, 

y  =  0^d,«(Uu^4n4k  Tl.  ^  =  Cll$,^  =  0j87,mK. 
Wfi*cy  4k  Tl,((^o^  =  0l41,^  =  (!.((,  «k  H, 

^<M)=  (xa.y  =  ax,^4.tf4M)  =o^i.y  =  (0€,^4m. 

4,  =  3J*.A  =  IX<lS,p..t-i^,l(^j=  1J7.^  =  0.«,«J 


fl>1«|  VMm»«|  .Md*kiC«£ 


«4g«ili«f>  s^Sl,^  =  Oi2LTK»m  vi}t«  VMM  in  *l«r^4tin> 
c4ldli«nAip  t*  m»M  fe^q'Mndy,  =3^, 

y  =  <XOS>  Xivt«(i«hJ  «chMAi»n  it  T1  <Aw#«^ilMindy  hi^4c 
*nv»r^  w*m«n  ^  thin  im«n^min  (M  =  ^S9(|, 

=  ClC9.  WtrrMn  d^iAoindyhi^ic 

#»4 J  M^^ttit T2CM=  S«29),«»n‘^iiMd  t» =  4^, 

«0<^  =  2^.^  =  0XI2. 

rniMM#  iriiliyfi#«f  <MCHn«*  dt««A»d  Ifiit  b*JVt««A 

»J<  iff^cy  did  n»t ^iTiQ* feifvt  H  fei  =  010, 

y  =  0.7S2,  =  OlOOl.  Ih*  l«v>^  «d  g^owMid  i»4J 

Mmiin*d  imiUc  *s»*  d>*  m  mjirifri  ifih 

=0127.^^  =  ai27.  C^BiLtifn  inJ^# 
«»nl«ri>*d  m^dtcitii^lii^  Ailb«lky*a«#Mtojdy  «Mciil^l44^w.idt 
T1  iftd  12  CMtdili^n  «»iffidinbi  ungri^  fe»m  013  (i^aJ 

Mj^^^iftd  0.31  (AJinAcney), bfr 0 J4 (diiViQt^imirtX  ^in 

Sbiidy  i,w*i(^iid  c««djJik*d ^ir^« dt«indi«it«c« 

dtiTi^  n  AJt-tA4*cyind 

KiMlfe#«d  lh«Mfj4riliJ  m*Jili«n  inJym  «d  MC^Aoncy 
^ir>Q>  ir>d  ^ir^«in  kK*  MJili«nif«^  ttfcMim 

«(^4»»n  ^  T1  tftd  f  fr  rt  ^  12  if>»u%d  k^  d^ 
m«dJ  h*d  *d*fjiti  fik.  ^SIA  =  (kOOO  (OOft  a  (XOOO, 
01«2]).  <71=  0100,  *01=  0111.  SHMK  =  aOH.  S^A«if.M 
liMj#  «d  Jl  W«M  WXWtlfik  •Aidt  C««ik#  «d  tSVf 

^4«kitai^  ««nAd«ri«i  ir^uJA  a1  Aindi*dik*d 

«»iAaink#l«c  [kiiri'iitB*  in  d>«m«diJ.  B#«kitei^  «»nAdiriM 
inb«cwJ#in4«it*d  Ihit  di«^iilhwAy  d>A<i^#«ltiAQ*ey 
vM#i^A«irt  (195% ^4#k^i^ Q  |)10^0.079]X  'IK«fiilKiMiy 
k^4*j^  AkdJ  Mf^kck  (95%  W«titti^  ^  [^009, 

012^)mw«I  m d>« pilhuMy khcitj^  MJ^iAoney ^in^ind 
#»4  J  At f^Mk^ifi  0^(95%  ^44kAi^Q  [0100,0  107])lAHC«n«k 
A^iAamL 

A#  vt  Sdjd^  1,  *  n«A4d  mfrdil  wilh  *nAiirt4  tfri  dr* 
Sypkkhx^id  m4diJv.tdi  n4«»n4bid>t#  WC4  ««n%piMd.  In  drk 
n^kd  m«diJ,d>M*  pilfMMy#  «MC«  AhAiinkd  b»  d«4«(  fe»m 
»J(  iHi«y  ^ir^*b»  ##o J  ab J 

^iTt^bk  12  4#vigt^«hirik,  iftd  &4m  H  «d>i«ifki«n  kk  a^J 
Ajf^Mk  TUMlt4indi«ibkd  dtit  di*n«4id  nrkkdd  uMnkk 

A^iAotndy  4A«Mnk bknr>d»« h^^okhwi^  n>kdJ,]^^  =  3K, 

y  =0.27,  dM(4d«c«ikrn4y^«*M«(k4d. 

T«Betof  Invvanooof  AssockafcnslcrossSudy  1 
andStjdy2 

Ihk  inwiciifMi  «d  d>*  An4n^  *skA  d>*  kiAk  Avdii#  vm^ 
kiibkd  «Jivt^  n  rokdd  ^m'^I43X 

hypkkK^fckd  <jn<«n4fiHn4d  n>kdJ  KkdiJ  1)  WM# 

«kfn(ki«d  vuidt  dk«  n^kd  m^dJ*  Ih*  llM^Ckk^f)  JkCkdJ  2 
h*d  k^MpidtMAy#  AnAiirAd  bk  ^  4^ J  TK^k 

M.>«c«khkfitlfMwy#  dMk  wMkii^iAotnk  ind>«  «n^^^^m«dil 
*fMJy#M(fekn%  H  ikdiiudi^n  bkAdi  dBoney  ^Mn^,frkm  a1^ 

iffi^ney^ifi^bk  12  4An9t^«nink,ir»d  fekm  11  Adtiw^^n 
k4  12  ^#A^^4M«nkX  11>M>*  ^ndviAMiy#  <A*«M  CkAiteiin^d  bk  b« 
4^<j  J(KkdJ  2).  Ik  d(*n«dnMbkdmkdJ  (llluk^k«*j(>JkCkdJ  3), 

*1  ittu^sJ  «k  1.40 iri«t4  suck  ceniteiin^d  bk  RvJly, 

kK*  ewiduJ#  kd  diAn^^^ntmW  it  12  ifid  c^d^J#  «d  AJd- 
ii1i«ney  ^inxtb  indioM  w«m  donAutnkd  bk  k^uJ  in  d^ 
iMt  nwbkd  m«diJ  CEVA^kkU^JbCkdJ  %  ^Mjltedk«i.»,*d  kfrit 
kh*  lVA^jk«*J^JK«diJ  2  ind  T>.A^k«*J^JK«diJ  4  MC4  nik 


i^/iAcmd^  dif4cinkfe«m  kKk  hypkdiwitd  n>kdtJ  CDa>^C^<^ 
MkdJ  l'.»kk*LHk3^  l4»kd»ndi4A  findings  diknk^kd  nvkdd 
widt  d^iAomk  ^MlhuAy^ind  MAdj J#«krtfkiiA*d  bk  ^  *^uJ 
*ak4#di«  bA*k  Mkdil  Q  WA#  «kn\^<IIMd 

bk  dt«  hy^Mdtkddkd  mkdil  Kikuki  ind«ibkd  diik  CDa^CW^ 
MkdJ  S)  wAi#n«k  «^iA«ndy  dftkMnkdAm  iKk  Ky^d««A^ 
unAnAiinkd  mkdJ  (10>^Cbk<^  MkdiJ  1).  Ihui,  d>«  ni^kd 
mkdiJ  uidb  A^viAomk^iillMwyi  iftd  MAd4J#««niteiinkd  bk  ^ 
k^uJ  *=kA  Ihk  bA*k  ^k«^#  (Ik.  ^b«{knb4  kd  Sbijd^  1  tfni 
Sbudy2)  nuy  W  kMi^bkd. 

T«9t  oifln'wivco  of  Jlssodaitors  loos 
$i±<5VTpl«sof  Men  and  WoiYwn 
Ad4d«nJ  inJyw  idnkd  *t  biding  inwtdin«k  kd  kKk  nkAkd 
mkdii»kgi4»Aifc  Amgdk#  id  nxn  ind  ukrowt  uxMkkndu^kd 
IKk  Ky^tkKwi^  bAk^ki^  mkdJ  uikhiijk  AnAiinhk  um 
kknr^itMd  uilh  dikkufr^iaj^niAid  mkdJ^iMlK  ««nikuinbi^ 
MIMn^n^  kfJil  Wtk^  dkC  ^ikh  ^tndic#  Ikk  niAkd  nvkdti 
diMJi(>kdd«c  d>k  bid  kdinvuciiftkk  ^  idA»nn  Sbiidyl  indSbiidy  2 
(^  1Ia>^C^<^  JKkdiJ  l^bwtkddik  inMidinkkimkr^min  ttA 
WMmin. 

ItikbuWi^^t^  nVkddMdt  f«d>  kkdflBinbkkknAiinkdkk  ^ 
k^<iJ  in  mir>  ind  u>kmtr>  WAMnik  d^fikirtly  dKiCirt  frim  Ihk 
bliM^^iAJpmkdil  uidkiAk  AnAitrti^^l^^  =dvl7,^  =((10.  Ii 
*d4likn,  dikbui>k^^<^  nwbkd  nvkdiJ  vidk  MAduili  *nAiinkd 
bk  ^k  k^ijil  wn^nkk  ii^wficindy  di(5cink  frim  khi  bu>k^pk<^ 
mkdiJ  wilkkuk «kn4teiAbk,^]f^*  =  3l04^  =  0.15.  )l>u,nMtc, 
dtk  bA«^yi«<p  nwtkd  mkdJ  widt  «k<Aiciin«i#  «4nAiinkd  bk 
^kk^<iJ  wM#ii^)fi«indy  difdcink  frim  d>i  bui>^^>^  mkdJ 
uidAuk  AnAiirt#^ =201$,^  <  <X0L  lh«ido<k,dtk 
blAA^^kkJ^  nwtid  mkdd  Uid>  f«kli  «kiffiA«nb4  ind  MAdgilk 
kknktaJnkd  bk  bkk^gJ  um#  Amfhtkd  kk  Ihk  biiM^^iup  mkdJ 
uidakgk  konAitnbi  PiAdk#  diiiMkd  kbit  ki>iAk  n>kdJ»w«ck  nkk 
i^/ifikmdy  difUtMnk.^f^^  =9.40,^  =  (llO^,dig#,dtkbM>k> 

yi«ip niibkdmkd J.iAkjngn^kyJ  (klhkifid  MAdgilkimkn^ 
min  in  d  lAwm  in  m  iybk  kooif^kd  44  d«i  finJ  mkdil  DviCAuk# 
inJkibkd  dtik  {kkhwAiyi  in  khi  bwbkd  mkdJ  uxMiinilic  n  dtk 
AA.AmEdi#  kdmin  ind  vi,*kmin. 

Differerce?  in  Mean  Lo^7  of  tho  Stidy  Vviados: 
CorrpwingStidyl  and$tidy2 

Ihkkkrr^ieAkn#  *ndg^kd  d«c  dit*ihbMnkdin  SbudiA  1  ind 
2  inJkibkd  dtik  thtckVAiM  d^ifikirt  dWiCin«i4in  khi  miin 
i«AJ4idd>ki»gd^wi4U'w(4kkl^lk2X'^^4^i^  ^^kUd 
i^/ifikindy  h'^h«  AOkCifdkc  Ujmk<d  ndikibkc^itll  ind  12 
Ihin  4d  ihkUSL  Amflk  UkUS.Mn^  k,in  «kn'^iia#4n, hkd 
i^rifikind^  hi^MC  #w<i4  d«c  nJhiAckey  ik  H  ind  12,  #koJ 
A^^ckitliknd  12, ind  ndikibkd  micks>,*kck  A^Minkikhin 
diddtk^Jidt  Am{]k 

Discussion 

IhkCAglbiktekrikd  in  Sbgdjr  2  vmm  AndibAt  widt  thk  Skudy 
1  (inJn^  S(>kd(>eJly,  hi^  UmJ4  k(  Adiiufliin  it  H  Ikd  bk 
*  kij^  dk^nk  in  *Jb  JRmay,  whiih  in  tgm  CMjIbkd  in  4 
hi^«  IaaJ  kldiAn^^iminkikH  I«Blhi0nAk,lhkbugk^pk«^ 
m^J  inJ^iw  indikibkd  Ihit  ihk  ^AdidkfA  h  ibwiin  khi  kiy 
ir  J  gtfiihlAWAAkivnilA  kSkASkvdyl  indSbiidy  2 


f»i«1t4T>>b^^»04k^|  kkAi  Jlll<fc4^ 


tWftW}  »1«|  VMMk«|  Jti«dk£M« 


TjIttJS  »|  kol>4l  InuBlvM*  lor  Ujf>4l»#9444M44olb4u44n  «lv^1  svk«b«4y&. 

M44*l 

M44*I  4**9lpllon 

i‘ 

m 

4l‘ 

kk«l 

Tvi-l4i->»IOwy>bii-ttl1 

1  clkrA-H  r444l 

10i.<b 

1.^ 

4MI 

- 

- 

Tv-t4^4t<<^y-Wfr4Ht 

»|jJe*rt  p^A*^>;8r4n>4<l4b4*yii 

1.<k 

om 

«71 

OkMI 

Oe4i<if»o»  «r4n4it<  t4b4*y< 

4.10 

J4r 

OkCir 

ft  Ol*4toOrJO%*ii  I4b4*fj4 

10k  11 

1.^ 

«.11 

OkOOO 

T%<»Wi  kilCusf  Wflkol» 

^t^Acarl  p*4i*i^»*r>kfliii^or4nb>4<l4b44^ul 

1.W 

om 

OkMI 

OENER&L  DISCUSSION 

TKt  firtdin^  in  biM»  n  ^Ktc^ik 

«jlfeuM#  ^4m4«  mimI  «'i4«t«ft  6«<  tf>«  4iMdi«n  «i  Ih* 
C4l«li«n^i^  «^«u^«n  4r>^  di<v>^t^«vk4r>k  in 

tK«  «»rA*Kk  «i  ^4r^«  n  ^w*«nii  M»omox  B«lh 
^im^nAaife*  Ihit  «<hM4i«n  ^Mdi^*4  JiMTi^fiQimdk 
*{)^>arrMt4y  (4vt«nlh#  A4dib«nJly,  lK« 

«(hM4i»n  4n  diMn^t^tmint  unm  ^y  <n  in^vt 

in  «Jt4ffi«My  Miib#  wj4^4m  ki^«  «^M^4n  l«4  b» 

*  Im^  J*^n«  in  #Jt  iffionoy  *s»«(  m4c>lh#h«A4i^  in  bucn 
c4Mlb*dinhi^4c 

Th* g»t»>nt «»rAcnvlKft  «Mnr^4n#£»0nu(t^  in 
tk«  ^«««M«44l#*JM«-ai^  ^)  Lbbtt  tt.-i  KM4*d^(19$$)«n^ 
L**  <r>4  AJ^6«clf>  C^^SO).  Pwiit#  «»rAvnin^  mcIic  finding 
(T^()pin^>’IW>n«  ^  J.,200^,  Ikd#  ^  J.,  X09,  D-^  <n4 

$^imi^  >201(0  bA>»^tiidy  fri~'MtfylTTi  ^inb# «*jk  itMk 
*#»8aili«f»* «c«  r<MciW  (iA ,«mil<c  in  «totn^)  *a«##bAW 
JiAn^  hwn«n  Mcviot#  u*»dMC«^  ^iflfwn^  n  bwn# 

«Mnhy  «{  4m{]«ynvtf>k,  ly^  ditnb#  (-aulim  v*.  rNlibMy) , 
»c  ky^«f  ««9J{kli«rw  RK>fnBV>«c4,tf>»  <ifwlM 

^«n»uk  ««m^«n4fik««c  vv»d(  «^ai«M« 
vMy  *a»«kK*  Ari%(]«A 

Ouc  inw4ftiQ)li«n  4lfe4m|t*d  b»  t*A  (»c  lh«  un4tclyn^ 
m«4iikn^  rn^i^dri^nv  v.f>idv  m«y  wi^y  «itM^«n 

ik  ^4#  ^4y«nJ  p4M«*j# 
kK««C4li«J  tfti  in^aaJ  bMk  kxtti 

kK*  diMd  WWi#  <1  «(hM4i«n  4n  diMn^^^^n^nk  (LhNc  4n4 
K*  I**  tt,4  AtfW»dh ,  .T«^n4n. 'ft rr>4C  ik  J. . 

2002-,  'ftci#  4k  J..  200S-.  nwt«l  <nJ  S^f»4t,  lOlOX  TU 
^tn4n^  M*  iWin  lin*  iM<h  m4MnJyMindi«ilir^  Ifak 
WTiafecy  i#  riLri"ify  A^n^y  MJ«k*d  bfr  ^vn»uk  cfrrf^wt^rtbf 
*84##  4«M{kki4n  ^M(k,  •urtei«#^  ind  {k«i«#*4nJ/ 

*nd  (SK»j  4k  4l.  2(I1SX  >>  In*  u«lK  bn  COK 

kU4cy  «r^  lh«  l».*«<i^  l4##  ^J  (K«M4ll.  im,  2011), ik 

lh4k  4r»  in^M4u4f#  #bik*  «i  4«^«ui(i4n  m*y 

*  d*dtk«  in  ^4»nJ  C4#«*JC8#  ^  n4Q^<.>*  in 

4ffi4*cy^4JN£#),w.^id^  in  b8n  l«*4#  b>  y>4k8  4iMnQt^^4nt 
IIm#,  twid*#  c4Mb#  ^y  Sk4^^MM#  l^mie 

(2000)  lK4k  #ujQ^4d  ik*  m*Ji4iin^  C4l«  4^  Ik*  4^ 
#J(  iff  ay,  *t>4  in  lin*  wilk  COR  wa  inJi8k4d  khik  ik* 
m*dHki»n  tifcM>if>  4»kM4i4n  4nJ  ^#riQf^4#i>«rik  e4^Md  b* 

*  in  #4k4JfH*eyi  tt*#  pcse*^  4(t4*#  *  nrtu^  a^8 
*|^Ma4li4fi  l»c  tk*  ««^r^  ^^ifni«#  inswlv*^  with  ^•8n4*jt 


Obk*  «4iJJ  l^#k  Ik*  ina*M*  f>  4##»Qi^4m4nk  i#  * 

4^i*dli<  «4^r^  M#^n#*  b*  *  #4r#*  *(  in3**#n^  ^»4c#4n4j 
wln<c«lbilily  «4n^in*l  *1  ^yfi^l  (ili^M  inJ  h84*#n^#«K> 
J4«jbk  «4n«t0tin^  4n^  «t(kl^iiky  b*  nwt«^  «ju*d(  t4kk*d 
44nwt4« 

Tk*  4fftd#*i4»k«u4i4n  4r>  irififfl^ifi'iifikm*)*  b*(<8lk«c 
44^«n*d  by  ^4r^4#  in  4lk«  rn*Ji4kin^  n>*^4rt««vi#  (*^, 
^«fl#4nJ  94MAk)  bB;^*d  by  A«80il  4Mtfk#  S»  lie,  Ik* 
m*j4bn^  t4l*#  *1  4Mik4ki4n#  <4  ^Mfi#enJ  (*i  #iK> 

4Mj>i4li4n#  4lk4c  ikrin  MJk4Ao*ey)  hii>*  b*4n  *j  ji>#«»i  in 
Ik*  9frrk«<k*lin4k*4  44f>4#JM  b*  taiMm*li«  mebieJ  4k  UMck 
(i*,  u*  taiumiki^  di4r4,  ^  Sk*j  4  4I.,  2014.  ^b8* 
C4MC^  inM«4i9)kin^  44k4Ufti4n^^i4WkQ(Q^4nk  4^ea4b4n 
imin^  uiii4<i#  typ>#  *1  Kum4n  #icU8#  u^cIom#  «»*jM  ubik* 
Iki# 4f^p*4*d>  4n4  l*4kl»s  lk*m*44bn^m*A4n4n>  4I  ^eJ 
l4#M^4^^<.>*  ^lin^i#  in  #4lk4Mj«iiki4n#  ind  b*!**!#  #j^  4# 
i^4rkiCyin(^i»bb*#inlb*8  m44nn^n  Iil*(^n4t^  4k  J.,  200$’, 
t-4A:i'(ii«x 

In  «4ntei#t  b»  Ik*  'Vwmo*  «4c«'4r>"  Ky^olk*##  0$>bl4ll, 
2011),  lAife  Ji^  n>k  bnd  Ikek  *  rt  #Jt  iffiaeoy  4r>d 

*  in  444J  #j^|^4  4g84b*j  in  #*fj4#i^ 

^8lk4BVb8«,  u*  44  n4k  ««nftm  Ik*  «jhiviiki4n  hy^lk*##^ 
#^^l4)n^  lk4k  MJkiAency  ^iKn^^ib#  4*8 J  M^^k,  wki^  in 
blVi  4<t»d#M.»4ck8/wiil^4g»^C'-^'  '■‘-'*tt44  4n4  )/i  ‘:JI  .200^ 'Ik* 
4^1*d4(44k4uib4n  *n  diMn^i^tmink  WA#44^4ri*d  4nlyby#«K> 
4AMy  ^4r^4n  Ous  bn^ngf  4c*^>idi  Jly  in  In*  sulk  44cInc 
^  ^  ’Ik«yl4wt4  n*  «u4tf>«*t4< 

Ik*  4M4«r>«*  4I  *  l4«4yJ*  lk4k  indu4*d  4*8J  #s^^^k  !»• 

($^Mi  4k  41,2000). 

A  l*d(  *1  4l%*4  *1  #4dJ  «j^^4  4n  Ji4wt{^^^4nk  m4y 
c«#jk  &4(v>  ik*  1*4  lk4k  Ik#  swei#!!*  4^4b*#  in^c*Aly, 
si*  4lk«c  e*#imo*#.  Foe  4«4i#n{]*,#>a4l  #j^^4  may  4ie*dly 
^«4s>*d  ^#4nJ  ^4«Akk  C^^i  4k  4I,  2014  4r>d 
^«M«is>*il  ^44nJ  94M4k  m4y  in  b8n  b*  ^ie*dly  C4kb*d 
b*  ss*li^«n^  4«4«4m*#.  ’Iku#^  #44J  #j^^4  mi^k  k*s**  * 
^obinbJ  b4  «»rkib>Jb*  b»  *  #^#1  Q|in  *1  4(k8  M44soeo«#i 
c*^8r^  di4inQ^Ql#n4nt  AuJi*#  n**d  b»  ins*44i{^  il 

#4041  #s^^4  m*y  4^«C4b*  in  «on«4tf  ss#i  4<k8  A4»<4kk*d 
«4^ki4n«k  oonbsbskin^  4itk8  b*  ^aJ  I4##  *c  #^(J  Q^n  *1 

C«448««# 

Bsicn4uk  4r»i  ^44nJ  C«448««#  44*  Ml4bs>«ly  4*bl* 
Longbj^nJ  t*#>44di  «4nd>i^*d  4V8  ^i«d#C4r^^^ft4fn  1 
n%4nlk#k*  7  yM4#  in^«ib*d  lk4k  4(^4«4m4bJy  4n«4k(J  *1 
swci4f»e*  4I  b8n40jk  4r>l  4b4<4  *  hJl  4I  SWCi4M*  4I  C4#48««# 


ftr4«il4>b«P^4»0l4^  I  ***S#.l1l4  Jt.'Tg 


fwAmj  kCn^l  V0bJr4»«|  AiiO4&0M 


m4y  44>tf  yMc#(]6»c  44>«c<j««w  it  J.  ,301^. 

^tudivlar.^}  i^i«dc^<liwily  Aict ^illy 
«f  «»rw(iv^<A«#«in«l<c  t»  «tiib«lity6»gr>4  n  iddiic 

^  ^,3(llS).  'IK*  cJilivJy  Hifcility  il 
c4«»ueM#<n4  c«4ij««  ihilikJihiid^t  A>4in^  Iht 

«»ivk^r>tnbpi 

^«{kiMnt«tu^  h*#il#(rrtittli«AA^(4^|pc«*d»  tfr 
f«w«v«rkib»tM>»  4fnm««r#,wjfi^4C«indu4«4irkb» 
r>«t  Jl  it  J.  ,20OQ  Ihic^t^iAy 

«»r>^««rt«M^drk(t»  ihiinNs^ J 

V« QtMliift  md  fk»k biyind  «^M4i«rv 
*r>j  Vb\  U€  lh«  fMnvW  «f  y«ic#«l 

vi»»dc  u»d(  ic^ciimi 

iindliB  t»  kK»«»(»grvd  ir»  lidiic  Miwc^  rftifct  tnJyd*  «m 
]&MMHc  w>4  ,  30(H^  How¥^,  g«  did  nit  «frr*M'l  (»c 

ilhic  ^b«nli«i  «»rk(«gr>diw,  «i^  dwnivvdf  ««nb«) , 

«K  itfxc  indiottivil 

Alh«'.^,  ^4(K  <1  Kit  4gdii#  gw«  lir^bidinj,  ihiM 
w«c««idy  tuii  rfvMMuvMnt  ^tnla  A  iMintigttiin 

vi*»idd  4^mJ  b»  U4  *  #*fi«rtij 
iVkidd  g^h  bA>fr  m*di«tc<#4nd  m*  c»nd<i4 

♦(  rwct  *  milhidiJi^cJ  linriMiirt 

iilitid  *  kn^hidirt  J  iw^.  lh«  twMtd*  ^iv»«»diicir  did 
Mt  »Mi»en* t»c  dti^g^it  Tl  ^^Itfigdy 

Ki^  ittobift  Bit*#  linvk  Ihi  ^icJihaibility  «(  lh«  bn^nQii. 
AltK«g^  («c  *  moiety  «(  giciAi«#ui^  ^nd  rti  iyit«r«^itk 
dci^^igt  (>itt«ir>#,  V**  ^b^coid  ktiivd#  kdicilvv^  *  iyi(»«nMtk: 

«(de»p«gt6»c  t<A»  wtci*U«#in  Study  Imd  i(v*  vgdil^U 
in  Sbudy  2  In  Sb>dy  1,  (^li-a(teb*vMth  diMn^t^^^tk 
<TD  VMC1  Il4  4t  lf>1  (oll«g^<^  Ttxciiocia  btl  ^dn^  id 
Study  l(n«yt>ilt*c  b«I1k± Ihi i4*ct»ibMcgkd  doc 
d^gcnigt  UM#  kvuc  it  T1  Sy\f>»tttndy,  tK*  fin^nQr  «d  Sbidy 
1  end  ^dy  2  mvmJW  dmiLc  ^ulfetcn#  id  *M»d«li«n#^  end 
kk«c«  wn#  m  <y<tifnct><  dci^kgt  doc  ^m«<4  in^«it»v  in 
Study  2 

Anilh«  Icni^on  cid«M  ti  d>«  A«ic«  id  MlE-oA^ey 

- -  Aldtig^  igc  findir^  Ihit  th«  im1«  K*d 

^nd  til  J^ilty  md  diiMd  l^khun  id  vgcim«  vuilk  ildtic 
«inAg^,  «ofifianif^it#diisingnink  gJi^ly  .dubijMCMMCidt 
kiftin^Ki  vgjidity  id  ^i^xmgkiJd-iAMey  iul«  «m  nudid 

Ih*  itudy  i#  Jn  linitid  n  diet  um  t^vJ  inly  in* 
dieidiin  deim  4od>«g4iin  ti  ^M^c^fcnonk,  whi^  i#  n  lin* 
vMth  ^iMigi findn^('*^,'l^^n«(-’ttnn4Bit  J.,20Cl2, 'ttci# 
it  J.,  SOOS*,  4f>d  SAnudk,  3010).  T^nj^  «o<n()itCk^ 

midJ*«gid  ^•iUd**ddki»nJ  «n^din«ikisM«M«c,kk* 
kifC  die  kh*  dteidiin#  id  kK*  ciLtiin#  ^ituvwi  «dtM4iin 
*nd  diitr>|^^tHv>irt  «ogld  ^  idtiAid  in  rndb-iuiM*  rufeicil 
^  i  n>m  k  ctii  4  1  t#iM  n  ^  vuoc  k«Ai  &  1  m  lf>*  (i  Mk  d  *y#  1  d  iK  ii  e 

imfdiymirt  khcKi^Kik  ikiic  (kidwbinJ  r*f  nr  Firffi  nm  f  >. 
w«  did  nik  *m(Min^hy0lhMW,  #gd>  CMignw 

id^iAo*ey  md  ndJ  ^)Mdidin^  ji^  ^a^i^4 

«ifn(3iMnt#K  dtctjiV  bgvki«4  *m^n«nk#«ogldiM(l«in  ji^ 
e^gMM  Lon^tudn  J  ikudi^dtaiidigic  iwmc  J  yMCiihdiact* 


Ihik  khM  cdibiruh^  m4y  d^odindiirMl  C^ifE^dii  it  J., 
30 IS).  3^t«*.c  w*icd^«dn<id  dudhic  in  u  wli^^ti  itvidiMdiiri# 
id  Ih*  tiLbirudv^ifvtir^  ^<snigk  co«y>^nir4i,  »bd  iffiotty. 
md  #i4J  K^^tt 

Knily, in  lin«u4K  udiic  l^dn^(«^, SKiji  it  il ,3014, 
g>*irJy  ti4*d  lh««glbgibm  hy^okhib#.  FibiM.ciMMdv  idvigU 
cirtfidtc  4k«n4bv*rmdd#  tigndocAmd  hiw«Jd-iffi4*y  4ni 
id«iB  ^iB^onJ  citfiv«i#  ^weiigid  #iq«J  K^jpock)  tni 
munnmintJ  con^birv  g*ck  Ml«b*d  oinAiirti)  m«y 
intiB*4  gKm  io^ivtin^k«nigk  «iroponinte  A«eognbr^doc 
id«iB  Mugcew  e^won^  ti  #i9J  inwunmintiic  nid-Wi^i 
UMuld  «>cidk  igcgndtc4iradir^id  Ih*  ni>*dtin«tv<#i»^iktin^ 
kiw  «ck*ig«k»in  inlljin«i»'iMf\^iQirYMnt 

In  «im,lhi#iilh«  fk4  lin^tidinil  tui^^y  aii»«dtiB«l 
'ri"i4fytr~i  in  kuw  ^in^n  n  ptcunj  M^ogcai*  midiit* 
kttjwin  lodtMdiin  md  4*if\ffl^imink.  mmueid  S  rmndi# 
ipuL  ocfxiitinbjtp  indi«(t*  kkit  ndg^iini  in 

jik  k«snigk  nld'dliQMy  g^iM  ditieninid  ky  iodt«M4iin  md 
d*alfcit»d  ynttc  diMn^^^m‘*'t  ^^cifi^Mcrk  lkitin<kidii 
lk«  nttciwiim  idp«c#onJci^««i#mdin«itinivMnluld*^B# 
in  gntm^n^lk*  ni^ttig*  «mpininti  id  kgavi«4  gill  ki^ 
nsiM*  dii  litoMbiB*  doegned  indocninj^ 'sib^  rtticginbin« 
tv  pidioilic,  dv«  IVtdir^  m«y  Kim*  new*  irrpCottiin#  doc 
p*iMinbinidkk*iiQj<tiin  id  UiovKit  tvtiPi^vbirviirnn^it 
*  ciiiidiin  idniQ*bg*«on#*ifiinoi#  id  g»d(  4m«  m«y  Uc^ 
gwckicigJlk  ki^ic  Itudl id iodt«u4iin  md  vndk  ti  inkm«* 
kkiit  Mld-Jlmey  t-Ji4p  «p*db<uly  ciJitid  ti  lk«  ni^g* 
«in#*^in«#id  g»A  «teiM 

AUTHOR  CONTRIBUTIONS 

C3,KCAcg*d  «»tk*  Ik* peijid pvisi^n^ii^il>amk 

unei^^uJ  md  dni^  «onhkubm  md  ci^ifoamby 
«irAidgbn^  ti  Ik*  mmuMift.  C3,  tC>  AK,  CY 

gMM  ingolg*d  cv  dife*  *9^gMbm.  XS,  KC%  gMC«ingilu*d 
in  Ik*  ebitidiaJ  mJy#*#  doc  Ik*  ^*ij*A«  C3,  tCt  XS,  A^ 
C!C  AL  AX  gAC*ingolg*d  in  mmgiapt  pnpgactiin  md  fri  J 
«{:^ig  J  id  Ik*  piC>oc.  (3.  tC.XS,  AX.CX  AX«  AX  1^  ti  U 
*Mognt*U*doc  il  «^*diidlk*g»ck ^idliaJlyki Mcpin^n^ 
ti  ^gwbmitiLtid  ki  Ik*  *eM*eyic  inti^ily  id  mypuctidlk* 
MMck 

FUNDING 

Ikii  fu~Mfk  vuM  Mp^did  in  pek  ky  *  rw^ff  ^mk  ti 
CdMcItfSoni^  iMMcdid  md  *tvviri«to«*d  ky  Ik*  TXS.  Aony 
AUdicil  lUMmok  4e  Mitociil  Convmmd  (IJ^JKKJKQ  md 
lk«  tymvididn*  d(  Adgm«*d  TbAnili^  Kmmc^  Cicitoc 
it  lid  SitBik,  Jt0  gndm  C^nlmd  HmW 
WaXWKl  1^-01  S3  md  *  B*M«^  ^mkNNlOS  139S37  kim 
iki^iliikKibinJ  Same*  CmticiMwc did  ti  ^nwv  Cd^Jt. 
Ik*  ♦ntBk<<iin  id  Al  ifc<mdt*Lg^ayidk*i»*i^|>oct*d  iy  Ik* 
Figndibindic^ilidt  ^  *iin  ‘v.  Hmtir  pi^mv. 
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ur^r^S  University  of  Colorado  SupportNet:  Meta-Analysis  of  Interventions  to  Decrease  Burnout  in 
ith Medical  and  Behavioral  Health 

Trauma,  Health,  and  Hazards  Center 

Shaun  Stearns,  Kotaro  Shoji,  &  Charles  C.  Benight 


Abstract 

1 

Method  for  RCT  | 

1  Method  for  Meta-Analysis 

The  current  study  investigated  an  randomized 
controlled  trial  (RCT)  for  the  SupportNet 
intervention,  developed  to  atm  to  reduce  job 
burnout  in  U.S.  military  behavioral  healthcare 
providers.  In  addition,  we  conducted  meta- 
analysis  (MA)  investigating  interventions 
addressing  burnout  in  both  behavioral  health 
providers  (BHP)  and  medical  healthcare 
providers  (MHP).  Results  for  the  SupportNet 
showed  the  treatment  group  had  significantly 
lower  Job  burnout  at  the  post-test  than  the  pre¬ 
test.  Findings  of  the  MA  showed  effect  sizes 
ranged  small  to  medium.  Effect  sizes  for  the 
SupportNet  and  those  for  the  MA  were 
compared. 


SupportNet  Intervention 


14  behavioral  health  providers  working  with 
US  military  were  randomly  assigned  to  one  of 
three  groups. 

8-week 


A  comprehensive  online  literature  search  was  conducted,  using 
Hedges'  g  for  an  effect  size. 


RevNTVk  artKks  {i  =  124).  rw 
inicncntiun  (Jt  -  252).  and  bumoul 
scaie  not  rcpuncd  (A  -  93) 


Potentially  relevant 
studies  (A  •  532) 


No  statistics 

Non-healthcare 

(*  =  9) 

sample  (A  -  13) 

Studies  mciudeil 

(*=4I) 


Moderator  Analyses 


Job  burnout 

intervention 
no  coach 

Job  burnout 

Emotional  Exhaustion 

•  Mindfulness  >  Other 

Personal  Accomolishment 

•  Mindfulness  >  other 

assessment 

T1 

n  =  5 

assessment 

T2 

inten/entions 

interventions. 

A  web-intervention  based  on  social 
cognitive  theory  aiming  to  reduce  job 
burnout  among  U.S.  military  behavioral 
healthcare  providers  (Bandura,  1997). 


•  Six  weekly  coaching  sessions 
(conducted  over  the  phone)  assisted 
participants  in  setting  goals,  identifying 
obstacles,  and  making  progress,  while 
emphasizing  empowerment,  providing 
support,  and  building  efficacy. 


Results  for  RCT 


I 


Results  for  Meta-Analysis 


Figure  1 .  Interaction  Effect  between  Group 
and  Time  on  Job  Burnout  for  Intent-to-Treat 
Analysis  for  SupportNet  RCT. 


♦ 


Web  ♦  Coach  Waitlist  Web  Only 
Not0.  F(2,  11)  =  6.97.  p  =  0.01 .  *  56. 


Table  1 .  Results  of  Meta-Analysis  for  Job  Burnout 


Burnout 

g 

r95%CI 

N 

k 

Q  Fail-Safe  N 

Overall 

0.361 

[.265,  .457] 

1845 

43 

18.46 

643 

EE 

0.286 

[.184,  .389] 

1951 

41 

21.15 

388 

DP 

0,254 

[.089,  .418] 

1801 

38 

7.02 

72 

PA 

0.269 

(.135,  .354] 

1722 

39 

26.65 

631 

Note.  EE  X  emotional  exhaustion:  DP  «  depersonalczatlon;  PA  -  personal 
accomplishmenl.  Significanl  Q  vak>e  *  Heterogeneous  data.  A  Fail-Safe  N: 
Number  of  null  resufts  n»Me»anf  to  overturn  tneta  anilyste  results. 


Table  2.  Comparison  between  SupportNet  and  Meta-Analysis  Effect  Sizes 


Effect  sizes  from 
SupportNet  RCT 

Effect  sizes  from 

Meta  Analysis 

Web  +  Coach  Web  *  Coach 

Burnout 

minus 

minus 

Miridfuirwss  CBT 

Other 

Web  Only 

Waitlist 

Overall 

.778 

.490 

.469  .327 

.281 

EE 

.746 

,548 

.415  .311 

.178 

DP 

.431 

-.116 

.384  .303 

.168 

Note.  SupportNet  RCT  used  the  Oldenburg  Burmut  Inventory,  which  does  rx3t 
include  e  personal  accomplishnyent  subscale. 


Discussion 


•  SupportNet  RCT  was  effective  in  reducing  job  burnout  (medium  effect  size). 

•  SupportNet  RCT  effect  sizes  were  comparable  to  effect  sizes  in  the  meta-anaiysis. 
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Limitations 

•  Small  number  of  RCT  studies  to  alleviate  burnout  in 
mental  healthcare  providers. 

•  No  studies  in  the  meta-analysis  that  used  intent-to- 
treat  analysis. 


Future  studies 

•  Apply  the  SupportNet  intervention  model  for  other 
populations. 

•  Develop  interventions  for  alleviating  burnout  that 
include  elements  from  Mindfulness  and  CBT. 


This  resaarch  and  developmant  project  was  conducted  by  the  Trauma  hteaNh  &  Hazards  Center,  University  of  Colorado.  Colorado  Springs  and  is  made  possible  by  a  research  grant  that  was  awarded  and  administered  by  the  U.S.  Army 
Medical  Research  &  Materiel  Command  (USAMRMCi  and  the  Tetemedlcine  &  Advar>ced  To':^nolooy  Research  Center  iTATRCi  at  Fort  Detrick.  MD  under  Contract  Number  W81XWH-11-2-0153 
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A  Meta-analytic  Review  of  Trauma  Outcomes  and  Web  Intervention  Engagement 

Carolyn  Yeager,  Austin  Mullings,  Nicole  Streeb,  Crystal  Nichols,  Kendra  Stautz,  Kotaro  Shoji,  Charles  C.  Benight 


Abstract 


The  number  of  mental  health  interventions 
offered  over  the  Internet  has  rapidly  increased 
due  to  improved  technology  and  access. 
Research  has  shown  positive  psychological, 
behavioral,  and  clinical  outcomes  for  those  that 
use  the  web  intervention;  however,  limited 
participation  and  high  attrition  rates  are 
common  for  mental  health  web  interventions. 
This  meta-analysis  examined  the  relationship 
between  post-intervention  mental  health 
outcomes  and  intervention  engagement  in 
trauma  and  other  mental  health  studies. 

Results  showed  that  the  cumulative  effect  size 
was  small  to  medium  and  that  there  was  no 
significant  difference  between  trauma-related 
versus  other  mental  health  outcome  studies. 


Potentially  relevant  studies  were  identified  using 
structured  query  language  (SQL)  to  automatically 
search  EBSCO  Host,  PsychNet,  PILOTS,  PubMed, 
Science  Direct,  and  Journal  of  Medical  Internet 
Research  (JMIR). 

Automated  Query;  Custom  SQL  combined 
keywords  for  internet  technology  with  behavioral 
and  mental  health  interventions. 


[  Table  1 :  Studies  Included  in  the  Meta-AnaJysis 


Author(s)  and  Year _ Effect  Size  [95%  Cl] 


Trauma  Studies 

MrMen.2014 


Sp«nc*.  2011 
8p«nc*.  2014 

REMeMtet  Sabareap 


Non-trauma  Studies 

Mann.  2014 
Bn4ai.200t 
20131 
Bom.  201 3 
BrornMrg.  2011 
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UanKatMagor.  2014 
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Background 


•  Trauma-focused  web  interventions  have  been 
successful  in  reducing  trauma-related 
symptoms  (Amstadteretal..  2009). 

•  Despite  this  success,  trauma-focused  web 
interventions  also  see  limited  participation 
and  high  attrition  rates  (Christensen  et  al., 
2009). 

•  Greater  engagement  with  the  content  in  a 
website  is  associated  with  increased  benefits 
(Christensen  et  al.,  2009). 

•  This  meta-analysis  examined  a 
comparison  between  studies  In  the 
trauma  context  and  those  in  other 
contexts  regarding  the  relationship 
between  engagement  and  mental  health 
outcomes. 


Inclusion  Criteria 


Technology  based  mental  health 
intervention. 

Randomized  controlled  trial  (RCT). 
Engagement  related  data  reported. 
Mental  or  behavioral  health  intervention 
with  outcomes  reported. 

Direct  relationship  between  engagement 
and  outcomes  reported. 

Peer  reviewed  journal. 

Published  after  1995. 


Example  SQL: 

("mobile  health"  OR  eHealth  OR 
"internet  intervention"  (etc.))  AND 
(PTSD  OR  "intellectual  disability"  OR 
"speech  disorder"  OR  Autism  (etc.)) 


Literature  Search  Flow 


All  journal  articles  were  reviewed  three  times  by  team 
members  to  ensure  reliability  of  file  inclusion  process. 


•  Engagement  with  interventions  was  related  to  behavioral 
outcomes  with  small  to  medium  effect  sizes. 

•  Need  for  standardization  of  measures  of  engagement  which 
conceptualizes  the  complex  human-computer  interaction 
processes  occurring  during  web  intervention  usage. 

■  Effect  sizes  for  trauma  studies  were  not  significantly  different 
than  other  studies,  indicating  trauma  web  intervention 
engagement  patterns  are  similar  to  other  interventions. 

•  Web  interventions  have  the  potential  of  reaching  more 
individuals,  especially  those  with  barriers  to  traditional 
mental  health  access. 

Limitations 

•  Small  number  of  studies  that  reported  relationship  between 
engagement  and  outcomes. 

•  Very  few  (3)  studies  reported  engagement  with  a  trauma 
related  web  intervention. 
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Abstract 

This  longitudinal  research  examined  the  directions  of  the  relationships  between  job  burnout 
and  secondary  traumatic  stress  (STS)  among  human  services  workers.  In  particular,  using 
cross-lagged  panel  design,  we  investigated  whether  job  burnout  predicts  STS  at  6-month 
follow  up  or  whether  the  level  of  STS  symptoms  explains  job  burnout  at  6-month  follow-up. 

Participants  in  Study  1  were  behavioral  or  mental  healthcare  providers  (N  =  135)  working 
with  U.S.  military  personnel  suffering  from  trauma.  Participants  in  Study  2  were  healthcare 
providers,  social  workers,  and  other  human  services  professions  (N  =  194)  providing  various 
types  of  services  for  civilian  trauma  survivors  in  Poland.  The  cross-lagged  analyses 
showed  consistent  results  for  both  longitudinal  studies;  job  burnout  measured  at  Time  1  led 
to  STS  at  Time  2,  but  STS  assessed  at  Time  1  did  not  lead  to  job  burnout  at  Time  2.  These 
results  contribute  to  a  discussion  on  the  origins  of  STS  and  job  burnout  among  human  services 
personnel  working  in  highly  demanding  context  of  work-related  secondary  exposure 
to  traumatic  events  and  confirm  that  job  burnout  contributes  to  the  development  of  STS. 

Introduction 

Job  burnout  and  secondary  traumatic  stress  (STS)  have  been  recognized  as  the  crucial  consequences 
of  extreme  job  demands  in  human  services  professionals  [1,2].  Such  demands  may 
include  frequent  and  intense  contact  with  traumatized  clients  and  chronic  exposure  to  traumatic 
content  at  work  [1,2].  Job  burnout  generally  refers  to  a  response  to  a  broad  range  of 
occupational  stressors  and  chronic  tediousness  in  the  workplace,  and  it  is  often  characterized 
by  symptoms  such  as  emotional  exhaustion,  depersonalization,  or  a  lack  of  personal  accomplishment 
[3].  In  turn,  STS  may  be  defined  as  a  psychological  response  to  very  specific  type  of 
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stressor  in  work  environment,  namely  an  indirect  (secondary)  exposure  to  traumatic  contents 
in  professional  contacts  with  traumatic  stress  survivors  [2].  STS  may  be  manifested  by  symptoms 
similar  to  posttraumatic  stress  disorder  [2]. 

High  prevalence  of  job  burnout  was  demonstrated  across  various  occupational  groups, 

reaching  up  to  67%  for  burnout  in  the  community  of  mental  health  workers  [4].  The  prevalence 

of  STS  was  found  to  vary  from  15.2%  among  social  workers  [5]  to  19.2%  among  U.S. 

mental  health  providers  working  in  military  [6],  and  up  to  39%  among  juvenile  justice  education 

workers  [7].  Results  of  a  recent  meta-analysis  by  Cieslak  and  colleagues  [8]  indicated 

strong  associations  between  job  burnout  and  STS  among  human  services  professionals.  Unfortunately, 

the  vast  majority  of  studies  investigating  this  relationship  is  of  cross-sectional  design; 

therefore,  there  is  no  evidence  clarifying  whether  job  burnout  leads  to  STS,  STS  leads  to  job 

burnout,  or  this  relationship  is  bi-directional  (i.e.,  whatever  develops  first,  increases  the  likelihood 

of  developing  another  type  of  consequences).  Establishing  what  comes  first  in  the  job 

burnout-STS  relationship  could  be  an  essential  step  guiding  prevention,  treatment,  and  education 

programs  for  human  services  professionals,  enabling  them  to  reduce  negative  consequences 

of  work  stress.  To  fill  this  void,  our  two  longitudinal  studies  investigated  the  directions 

of  the  relationships  between  job  burnout  and  STS. 

Job  Burnout 

Although  there  are  many  conceptualizations  of  job  burnout  [9],  the  three-factor  model  [3]  and 
the  two-factor  model  [10]  have  been  most  commonly  used.  Job  burnout  has  been  traditionally 
conceptualized  as  encompassing  three  dimensions,  emotional  exhaustion,  depersonalization, 
and  a  lack  of  personal  accomplishment  [3].  However,  several  work-related  stressors  and  outcomes 
are  more  strongly  correlated  with  emotional  exhaustion  and  depersonalization  than 
with  a  lack  of  personal  accomplishment  [11],  whereas  a  lack  of  personal  accomplishment 
forms  strong  associations  with  personal  resources,  e.g.  self-efficacy  [12].  In  a  response  to  findings 
showing  a  distinct  function  of  a  lack  of  personal  accomplishment  compared  to  other  two 
burnout  components,  Demerouti  et  al.  [10]  proposed  the  two-factor  model  of  job  burnout, 
accounting  for  exhaustion  and  disengagement  components.  Exhaustion  refers  to  the  affective, 
physical,  and  cognitive  states  whereas  the  disengagement  refers  to  distancing  oneself  from  the 
entire  spectrum  of  work -related  aspects,  e.g.,  job  tasks,  co-workers,  work  in  general  [10].  The 
present  study  examines  the  components  that  are  strongly  associated  with  work -related  stressors; 
therefore,  we  used  the  two-factor  model. 

Research  has  consistently  shown  the  associations  between  job  burnout  and  work -related 
factors.  Meta-analytical  studies  found  significant  relationships  between  job  burnout  and  risk 
factors  such  as  high  job  demands  (e.g.,  workload,  role  conflict)  or  low  job  resources  (e.g.,  control, 
autonomy  at  work)  [11,13].  Another  important  predictor  for  job  burnout  is  years  of  work 
experience  [14-16].  Whereas  the  effects  of  many  burnout  determinants,  such  as  job  ambiguity 
or  supervisor  support,  may  vary  across  cultures  [17],  the  links  between  years  of  work  experience 
and  work-related  outcomes  maybe  similar  across  the  cultures  [18].  Therefore,  our 
research  conducted  in  two  cultures  accounted  for  the  predictor  which  may  operate  similarly 
across  the  countries,  that  is  years  of  work  experience. 

Secondary  Traumatic  Stress 

Consequences  of  work-related  indirect  exposure  to  traumatic  events  have  been  conceptualized 
using  several  terms  which  have  been  used  interchangeably.  The  constructs  which  are  used 
most  often  include  vicarious  traumatization  [19],  compassion  fatigue  [2],  and  secondary  posttraumatic 
stress  disorder,  also  called  secondary  traumatic  stress  (STS)  [20].  These  constructs 
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are  overlapping,  but  they  are  not  identical  in  content  or  theoretical  foundations.  STS  accounts 
for  three  clusters  of  symptoms,  such  as  intrusion,  re -experiencing,  and  avoidance  [20],  whereas 
vicarious  traumatization  has  core  elements  such  as  the  professional’s  engagement  at  work  and 
cognitive  effects  of  indirect  exposure  to  traumatic  events  [19].  In  turn,  compassion  fatigue 
involves  any  emotional  duress  and  burnout  components  [2].  In  sum,  the  theoretical  framework 
proposed  by  Bride  et  al.  [20],  captures  STS  as  a  construct,  which  is  clearly  distinct  from  job 
burnout,  and  therefore,  the  present  research  focuses  on  STS. 

Indirect  exposure  to  trauma  is  a  necessary  condition  for  developing  STS.  There  are  a  number 
of  indices  measuring  indirect  exposure  to  traumatic  events,  including  diversity,  volume, 
ratio,  and  frequency  [6].  Across  these  exposure  indices,  the  frequency  of  indirect  exposure  has 
been  identified  as  the  most  consistent  determinant  of  STS  [20-22].  Therefore,  we  included  the 
frequency  of  indirect  exposure  as  the  determinant  of  STS. 

Due  to  the  high  frequency  of  indirect  exposure  to  traumatic  events,  some  human  services 
professionals  are  particularly  at  risk  of  developing  STS.  Professions  that  have  been  found  to 
generate  high  risk  of  developing  STS  include  social  workers  [5],  child  protective  service  workers 
[23],  military  health  providers  [6],  and  general  trauma  therapists  [1].  Military  behavioral 
healthcare  providers,  social  workers,  and  trauma  therapists  were  recruited  to  participate  in  our 
research. 

Research  on  secondary  traumatic  stress  faces  some  conceptual  challenges.  For  example, 

McNally  [24]  argued  that  PTSD-like  symptoms  due  to  indirect  exposure  to  traumatic  materials 
may  be  an  example  of  conceptual  ‘bracket  creep’  and  that  creating  the  construct  of  STS  may  be 
motivated  by  making  treatment  for  PTSD-like  symptoms  reimbursable.  This  issue  may  be  of 
particular  relevance  in  cases  when  the  diagnosis  and  subsequent  reimbursed  treatment  of  STS 
is  considered.  Importantly,  the  critique  of  STS  concept  is  particularly  strong  in  the  context  of 
people  exposed  to  traumatic  material  via  mass  media  [25].  However,  DSM-V  [26]  clearly 
excluded  exposure  via  electronic  or  printed  media  as  a  condition  to  develop  traumatic  stress 
disorder.  Furthermore,  if  the  aim  of  study  is  not  to  diagnose  but  to  identify  the  determinants 
and  consequences  of  the  intensity  or  frequency  of  STS  symptoms,  the  ‘bracket  creep’  argument 
becomes  weaker.  Finally,  there  is  no  doubt  that  some  extremely  shocking,  horrifying,  and  gruesome 
traumatic  materials  may  be  brought  indirectly  to  professionals  working  with  refugees 
[27],  survivors  of  terrorist  attacks  [28],  or  military  personnel  [6].  Human  services  professionals 
may  develop  PTSD-like  symptoms  from  repeated  hearing  and  sharing  in  the  details  of  the  stories 
of  survivors  (for  meta-analysis  see  7).  Using  the  concept  of  STS  to  professionals  vicariously 
exposed  to  traumatic  events  may  serve  to  de-stigmatize  the  reactions  of  first  responders  and 
reinforce  the  need  for  training  and  preventive  care  [29].  In  sum,  regardless  the  controversies, 
there  are  strong  arguments  for  considering  STS  as  one  of  key  issues  in  well-being  of  human  services 
professionals  exposed  to  trauma  through  their  work  [6]. 

Associations  between  Job  Burnout  and  Seeondary  Traumatic  Stress 
Theoretical  frameworks,  addressing  consequences  of  work-related  stress  among  human  services 
professionals  indirectly  exposed  to  trauma,  assume  that  job  burnout  and  STS  may  cooccur 
[30].  However,  they  do  not  provide  suggestions  about  the  uni-  or  bi-directional  character 
of  these  relationships  [30].  In  contrast,  more  general  stress  frameworks  such  as  conservation  of 
resources  theory  (COR)  [31]  may  provide  arguments  for  a  uni -directional  relationship  between 
job  burnout  and  STS. 

According  to  COR,  the  exposure  to  a  broad  range  of  stressors  may  deplete  a  broad  range  of 
resources  and  lead  to  resource  exhaustion  [31].  Work-related  stressors  are  the  examples  of 
such  broad  range  of  stressors.  This  broad  range  of  stressors  may  consequently  lead  to 
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exhaustion  of  a  broad  range  of  resources.  Emotional  exhaustion,  which  is  a  component  of  job 
burnout,  may  represent  one  of  the  facets  of  loss/exhaustion  of  resources.  COR  [31]  suggests 
that  a  loss  of  a  broad  range  of  resources  (including  emotional  exhaustion  and  reduced  motivation 
to  engage  in  various  challenging  tasks)  may  in  turn  increase  the  likelihood  of  developing 
specific  negative  consequences  after  exposure  to  subsequent  specific  stressors  [31].  STS  and 
indirect  exposure  may  represent  such  specific  consequences  and  stressors,  respectively. 

An  indirect  exposure  to  traumatic  stress  may  lead  to  the  depletion  of  a  relatively  limited 
amount  of  resources  (compared  to  a  loss  of  resources  following  a  broad  range  of  work -related 
stressors).  After  a  secondary  exposure  to  a  traumatic  event,  the  availability  of  some  resources 
should  remain  unaffected  (e.g.  organizational  support,  autonomy).  Therefore,  secondary  exposure 
and  its  consequences  such  as  STS  may  have  relatively  small  effects  on  subsequent  burnout. 

To  the  best  of  our  knowledge,  there  have  been  no  longitudinal  studies  evaluating  two  competing 
models,  assuming  that  burnout  leads  to  STS  or  that  STS  leads  to  burnout.  Van  der  Ploeg 
and  Kleber  [32]  tested  only  one  of  the  two  competing  models  and  found  that  symptoms  of 
post-traumatic  stress  at  Time  1  might  lead  to  emotional  exhaustion  at  Time  2.  Another  longitudinal 
study  indicated  that  job  burnout  at  Time  1  led  to  depression  at  Time  2  [33].  Overall, 
cross-sectional  studies  indicated  a  strong  association  between  job  burnout  and  STS  [8].  As 
experimental  studies  inducing  either  job  burnout  or  STS  are  not  an  option  from  obvious  ethical 
reasons,  longitudinal  studies  analyzing  the  two  competing  models  could  bring  us  closer  to 
answer  the  question  of  the  directions  in  job  bumout-STS  associations.  Importantly,  a  recent 
meta-analysis  [8]  indicated  that  the  job  burnout-STS  associations  are  moderated  by  the  country 
and  the  language  in  which  the  measurement  is  taken.  Therefore,  investigation  of  the  directions 
in  the  job  burnout-STS  associations  needs  to  be  conducted  across  cultures. 

Aims  of  Present  Studies 

We  tested  the  directions  of  the  associations  between  job  burnout  and  STS.  The  investigation 
was  conducted  in  two  independent  samples  of  human  services  professionals,  exposed  to  work 
stress  and  indirectly  exposed  (through  their  clients)  to  traumatic  events.  In  particular,  we 
explored  three  alternative  hypotheses; 

1 .  Job  burnout  at  Time  1  would  predict  STS  at  Time  2  whereas  STS  at  Time  1  would  not  predict 
job  burnout  at  Time  2. 

2.  STS  at  Time  1  would  predict  job  burnout  at  Time  2  whereas  job  burnout  at  Time  1  would 
not  explain  STS  at  Time  2. 

3.  Job  burnout  at  Time  1  would  explain  STS  at  Time  2,  and  STS  at  Time  1  would  predict  job 
burnout  at  Time  2. 

The  three  hypotheses  were  tested  in  a  longitudinal  study  enrolling  the  U.S.  behavioral 
healthcare  providers  working  with  military  personnel  suffering  from  trauma.  Next,  the  findings 
were  replicated  in  a  sample  of  Polish  human  services  professionals  working  with  civilians 
exposed  to  various  traumatic  experiences. 

Study  1 
Method 

Participants.  In  Study  1,  data  were  collected  among  behavioral  and  mental  healthcare  providers, 
working  with  the  U.S.  military  personnel.  Professionals  meeting  the  following  criteria 
were  included;  (a)  working  at  least  one  year  as  a  behavioral  healthcare  provider,  clinical 
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psychologist,  counselor,  or  social  worker;  (b)  providing  services  for  military  personnel;  and  (c) 
experiencing  indirect  exposure  to  traumatic  stress  through  their  work. 

In  total,  294  providers  met  the  inclusion  criteria  and  completed  the  online  survey  at  Time  1 
(Tl).  Participants’  mean  age  was  48.87  (SD  =  12.76).  Table  1  displays  further  demographic 
information.  Six  months  later  (Time  2;  T2),  135  professionals  (mean  age  =  50.62  years  old 
[SD  =  12.58])  completed  the  follow-up  measurement.  Among  those  who  provided  their  data  at 
T2,  there  were  50  clinical  psychologists  (37.0%),  39  counselors  (28.9%),  29  social  workers 
(20.7%),  and  9  healthcare  providers  (6.7%).  Respondents  had  been  exposed  to  indirect  traumatic 
events  such  as  life  threatening  illness  or  injury  (91.9%),  military  combat  (91.1%),  sudden 
unexpected  death  of  someone  close  (90.4%),  sexual  assault  (87.4%),  physical  assault  (85.9%), 


transportation  accidents  (83.7%),  natural  disasters  (68.9%),  and  life  threatening  crime  (57.0%). 

Measurements.  Participants  completed  a  set  of  questionnaires  assessing  job  burnout,  STS, 
and  demographic  information  at  T1  and  T2. 

Job  burnout:  The  Oldenburg  Burnout  Inventory  (OLBI)  [34]  is  a  16-item  questionnaire 
used  to  assess  exhaustion  (eight  items)  and  disengagement  (eight  items).  Respondents  rate  the 
degree  of  agreement  for  each  item  on  a  5-point  scale  ranging  from  1  (strongly  disagree)  to  5 
(strongly  agree).  Sample  items  included  “During  my  work,  1  often  feel  emotionally  drained” 
and  “Lately,  1  tend  to  think  less  at  work  and  do  my  job  almost  mechanically.”  Cronbach’s  alpha 
coefficients  were  .81  at  T1  and  .85  at  T2  for  the  exhaustion  subscale  and  .85  at  T1  and  .86  at  T2 
for  the  disengagement  subscale. 

Secondary  traumatic  stress:  The  Secondary  Traumatic  Stress  Scale  (STSS)  [20]  is  a  17-item 
measure  of  the  frequency  of  STS  symptoms  in  the  previous  month.  Responses  are  provided  on 
a  5-point  scale  ranging  1  (never)  to  5  (very  often).  Sample  items  included  “It  seems  as  if  I  was 
reliving  the  trauma(s)  experienced  by  my  patient(s)”,  “1  had  little  interest  being  around  others”, 
and  “1  felt  jumpy.”  Cronbach’s  alpha  was  .93  for  both  T1  and  T2. 

Indirect  exposure  to  trauma:  The  Secondary  Trauma  Exposure  Scale  [6]  is  a  list  of  10  events. 

It  was  designed  to  measure  indirect  exposure  to  traumatic  stress  among  behavioral  healthcare 
providers.  Participants  indicate  whether  they  have  experienced  each  event  (e.g.,  natural 
Table  1.  Descriptive  Statistics  for  Demographics  for  Study  1  (U.S.  Data)  and  Study  2  (Polish  Data). 

Measure  Levels  Study  1  Study  2 
Time  1  Time  2  Time  1  Time  2 
Gender 

Female  66.3%  (195)  71.1%  (96)  76.3%  (232)  79.9%  (155) 

Male  33.7%  (99)  28.9%  (39)  22.7%  (69)  18.6%  (36) 

Relationship  status 

In  long-term  relationship  76.2%  (224)  72.6%  (98)  73.7%  (224)  77.3%  (150) 

Not  in  long-term  relationship  21.4%  (63)  25.2%  (34)  25.7%  (78)  22.2%  (43) 

Highest  degree 

High  school  0.3%  (1)  0  (0%)  20.4%  (62)  18.0%  (35) 

Associate’s  degree  0.3%  (1)  0  (0%)  -  - 

Bachelor’s  degree  2.0%  (6)  1.5%  (2)  21.4%  (65)  19.1%  (37) 

Master’s  degree  45.2%  (133)  51.1%  (69)  56.6%  (172)61.3%  (119) 

Doctorate  degree  52.0%  (153)  47.4%  (64)  1.0%  (3)  0.5%  (1) 

Note.  Sample  size  for  Study  1  at  T1  =  294.  Sample  size  for  Study  1  at  T2  =  135.  Sample  size  for  Study  2  at  T1  =  304.  Sample  size  for  Study  2 

T2  =  194.  Some  percentages  did  not  add  up  to  100%  because  of  missing  data.  Long-term  relationship  included  married  couples  and  couples  in 

committed  relationship. 

doi:  10.1 37 1/joumal. pone. 01 36730. tool 
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disaster,  sexual  assault,  military  combat,  exposure  to  a  war-zone)  through  their  clients.  The  frequency 
of  indirect  exposure  was  measured  by  referring  the  list  of  events  with  one  item  on  a 
7 -point  scale  ranging  between  1  (never)  to  7  (every  day). 

Demographics:  Participants  completed  background  questions  such  as  gender,  age,  work 
experience  in  years,  education,  type  of  profession,  and  relationship  status. 

Procedures.  The  Institutional  Review  Board  at  the  University  of  Colorado  Colorado 
Springs  approved  this  study.  The  recruitment  procedures  were  described  elsewhere  [6,35,36]. 

Participants  were  asked  to  indicate  that  they  agreed  to  participate  on  the  online  informed  consent 
form  before  they  started  answering  the  survey.  Six  months  after  completion  of  the  T1  survey, 
professionals  who  agreed  to  participate  in  the  T2  survey  received  an  email  invitation  and  a 
link  to  the  T2  online  survey.  The  mean  time  between  the  T1  and  T2  was  195.80  days 
(SD  =  20.00). 

Analytical  strategies.  To  test  the  relationships  between  job  burnout  and  STS,  a  crosslagged 
panel  analysis  was  conducted  using  structural  equation  modeling  with  AMOS  version 
22  (IBM).  The  hypothesized  model  included  cross-lagged  associations  between  job  burnout  at 
T1  and  STS  at  T2  and  between  STS  at  T1  and  job  burnout  at  T2  (see  Fig  1).  The  T1  indicators 
of  job  burnout  and  STS  were  assumed  to  covary.  The  T2  indicators  of  job  burnout  and  STS 
were  also  assumed  to  covary.  Work  experience  (Tl)  and  the  frequency  of  exposure  to  indirect 
traumatic  stress  (Tl)  were  included  as  the  covariates  of  both  STS  (Tl)  and  job  burnout  (Tl). 

The  latent  variables  representing  job  burnout  at  both  measurement  points  were  loaded  by  two 
observed  variables,  exhaustion  and  disengagement  (Fig  1).  The  latent  variables  representing 


STS  at  T1  and  T2  were  loaded  by  one  observed  variable,  STS,  measured  at  T1  or  T2, 
respectively. 

The  hypothesized  model  was  estimated  using  maximum  likelihood  procedure.  Assumptions 
for  univariate  and  multivariate  normality  were  met.  The  following  indices  were  used  to  evaluate 
the  model-data  fit;  Root  mean  square  error  of  approximation  (RMSEA),  cutoff  <  .10  [37]; 
comparative  fit  index  (CFl),  cutoff  >  .90  [38];  Tucker  Lewis  Index  (TLl),  cutoff  >  .90  [38];  and 
standardized  root  mean  residual  (SRMR),  cutoff  <  .08  [38]. 

To  test  the  directions  of  the  relationships  between  job  burnout  and  STS,  the  hypothesized 
model  was  compared  with  two  nested  models.  In  the  first  nested  model  the  path  representing 
the  effect  of  STS  (Tl)  on  job  burnout  (T2)  was  constrained  to  zero.  In  the  second  nested 
model,  the  path  representing  the  effect  of  job  burnout  (Tl)  on  STS  (T2)  was  constrained  to 
zero. 

All  analyses  were  conducted  in  the  sample  of  completers  (N  =  135).  Missing  data  were 
replaced  using  imputation  with  the  maximum  likelihood  estimation  method  [39,40].  Items  of 
exhaustion  at  Tl  and  T2,  disengagement  at  Tl  and  T2,  STS  at  Tl  and  T2,  the  frequency  of  indirect 
trauma  exposure,  and  work  experience  were  included  in  the  imputation.  Little’s  test  [41] 
showed  that  data  were  missing  completely  at  random  (MCAR)  for  items  of  STS  at  Tl,  X2(9)  = 

7.46,  p  =  .59,  STS  at  T2,  X2(53)  =  54.48,  p  =  .42,  exhaustion  at  Tl,  X2(35)  =  30.29,  p  =  .70,  disengagement 

at  Tl,  X2(7)  =  9.17,  p  =  .24,  and  disengagement  at  T2,  X2(l  1)  =  8.27,  p  =  .69.  However, 

items  of  exhaustion  at  T2  were  not  MCAR,  X2(32)  =  57.08,  p  =  .01.  Because  only  0.74%  of 

all  data  for  exhaustion  were  missing  at  T2,  we  used  the  maximum  likelihood  estimation  imputation 

for  these  items  as  well.  In  total,  0.49%  of  data  were  missing  and  imputed. 

Results 

Preliminary  Analyses.  To  examine  whether  the  constructs  of  job  burnout  and  STS  were 
measured  in  a  sufficiently  distinctive  way,  Pearson’s  correlations  for  the  items  of  the  OLBI  and 
the  items  of  the  STSS  were  calculated  (r  range;  .05  to  .43).  The  highest  correlation  between  a 
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job  burnout  item  and  an  STS  item  was  .43  (18.8%  of  shared  variance),  indicating  that  the  two 
concepts  were  distinct  (see  a  correlation  matrix  in  SI  Table). 

Table  2  displays  means,  standard  deviations,  and  Pearson’s  correlation  coefficients  for  all 
study  variables.  Attrition  analysis  showed  no  significant  differences  between  completers  and 
dropouts  in  disengagement  at  Tl,  t(292)  =  0.82,  p  =  .41,  exhaustion  at  Tl,  t(292)  =  0.90,  p  = 

.37,  STS  at  Tl,  t(292)  =  0.14,  p  =  .89,  age,  t(288)  =  0.08,  p  =  .94,  gender,  X2(l)  =  0.40,  p  =  .53, 
profession,  X2(3)  =  0.28,  p  =  .96,  relationship  status,  X2(l)  =  0.84,  p  =  .36,  and  education,  X2(4) 

=  4.89,  p  =  .30.  All  STS  and  job  burnout  indicators  were  correlated  (r  ranged  from  .48  to  .80,  all 
ps  <  .001). 

Fig  1.  Standardized  Coefficients  in  the  Cross-Lagged  Panel  Analysis  for  the  Model  Examining  the  Directionality  between  Job  Burnout  and  STS. 
The  covariation  between  the  error  terms  for  disengagement  at  Time  1  and  disengagement  at  Time  2  (dotted  line)  was  added  based  on  the 
modification 

indices.  This  model  represents  the  final  model  with  the  coefficient  for  the  relationship  between  STS  at  Time  1  and  job  burnout  at  Time  2 
constrained  to  zero. 

The  coefficients  for  the  relationship  between  exhaustion  and  the  job  burnout  latent  variable  were  constrained  to  one.  Values  before  the  slash 
indicate  values 

for  the  Study  1,  and  those  after  the  slash  indicate  the  values  for  the  Study  2.  Tl  =  Time  1;  T2  =  Time  2.  p  <  .001;  p  <  .01;  p  <  .05. 
doi:  10.1 37 1/joumal.pone.Ol  36730. gOOl 
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Results  of  Cross-Lagged  Panel  Analysis.  To  test  the  associations  between  job  burnout 
and  STS,  a  cross-lagged  panel  analysis  was  performed  (see  Fig  1).  The  analysis  indicated  that 
the  data  did  not  fit  the  hypothesized  model  very  well  with  RMSFA  =  .169,  CFI  =  .922,  TLI  = 

.831,  and  SRMR  =  .041.  Based  on  the  modification  indices,  we  modified  the  hypothesized 
model  by  covarying  error  variances  for  disengagement  at  Tl  and  T2.  Results  for  the  modified 
hypothesized  model  showed  acceptable  model  fit,  RMSFA  =  .074,  CFI  =  .986,  TLI  =  .968,  and 
SRMR  =  .041.  This  modified  hypothesized  model  was  used  for  further  analysis  and  model  comparisons. 

The  results  suggested  that  relationship  between  job  burnout  at  Tl  and  STS  at  T2  was 
significant,  whereas  the  relationship  between  STS  at  Tl  and  job  burnout  at  T2  was  not 
significant. 


To  further  test  the  direction  of  the  associations  between  job  burnout  and  STS,  the  modified 
hypothesized  model  was  compared  with  two  nested  models  (see  Table  3).  The  difference 
between  the  modified  hypothesized  model  and  the  first  nested  model  (with  the  path 

Table  2.  Means,  Standard  Deviations,  Pearson’s  Correlations  among  Study  Variables  for  Study  1  (below  Diagonal)  and  Study  2  (above 
Diagonal). 

Measure  Mean  (SD) 

1  2  3  4  5  6  7  8  Study  1  Study  2 1 

1.  Emotional  exhaustion  at  T1  -  .69***  .68***  .49***  .68***  .60***  .04  -.02  2.54  (0.70)  2.82  (0.68)  3.61*** 

2.  Emotional  exhaustion  at  T2  .77***  -  .58***  .66***  .57***  .62***  .09  .01  2.53  (0.76)  2.80  (0.60)  3.45*** 

3.  Depersonalization  at  T1  .80***  .64***  -  .74***  .52***  .45***  .02  -.07  2.35  (0.70)  2.71  (0.64)  4.75*** 

4.  Depersonalization  at  T2  .67***  .76***  .77***  -  .42***  .42***  .00  -.00  2.40  (0.76)  2.77  (0.65)  4.61*** 

5.  STS  atTl  .64***  .57***  .54***  .48***  -  .79***  .17*  .10  1.88  (0.61)  2.33  (0.68)6.28*** 

6.  STS  atT2  .59***  .67***  .52***  .55***  .75***  -  .23**  .14  1.76  (0.62)2.28  (0.69)7.14*** 

7.  Work  experience  in  years  at  T1  -.09  -.03  -.10  -.10  -.10  .04  -  .15*  15.70  (10.38)  10.38  (8.52)  5.09*** 

8.  Indirect  trauma  frequency  atTl  -.19*  -.24**  -.31***  -.29***  -.13  -.18*  -.11  -  6.16  (1.12)  4.79  (1.74)  8.06*** 

Note.  Correlations  in  lower  diagonal  region  show  values  for  U.S.  data  (Study  1).  Correlations  in  upper  diagonal  region  show  values  for  Polish 
data  (Study 

2).  Sample  size  for  Study  1:  N  =  135.  Sample  size  for  Study  2:  N  =  194.  STS  =  secondary  traumatic  stress;  T1  =  Time  1;  T2  =  Time  2. 

*p  <  .05 

**p  <  .01 

***p  <  .001.  t-tests  are  conducted  for  each  variable  between  Study  1  and  Study  2. 
doi:  10. 137 1/joumal. pone. 0136730. t002 

Table  3.  Goodness-Of-Fit  Statistics  for  Comparisons  Between  the  Modified  Hypothesized  and  the  Nested  Models  in  Two  Studies. 

Study  Model  Description  yi  x2/df  NFI  ts.ji  ANFI 
Study  1 

The  modified  hypothesized  model  20. 901. 74. 969  -- 

First  nested  model:  The  path  from  STS  (Tl)  to  job  burnout  (T2)  constrained  to  zero  21.77  1.68  .968  0.88  .001 
Second  nested  model:  The  path  from  job  burnout  (Tl)  to  STS  (T2)  constrained  to  zero  28.09  2.16  .959  7.19**  .011 
Study  2 

The  modified  hypothesized  model  13.70  1.14  .984  -  - 

First  nested  model:  The  path  from  STS  (Tl)  to  job  burnout  (T2)  constrained  to  zero  14.43  1.11  .983  0.74  .001 
Second  nested  model:  The  path  from  job  burnout  (Tl)  to  STS  (T2)  constrained  to  zero  17.69  1.36  .979  3.99*  .005 

Note.  The  tsrfi  indicates  a  change  in  a  yi  from  the  modified  hypothesized  model.  A  significant  A  yi  value  indicates  that  the  model  was  significantly 
different  from  the  modified  hypothesized  model.  STS  =  secondary  traumatic  stress;  Tl  =  Time  1;  T2  =  Time  2. 

**p  <  .01 

*p  < .05. 

doi:  10. 1 37 1/joumal.pone.Ol  36730. t003 
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representing  the  effect  of  Tl  STS  on  T2  job  burnout  constrained  to  zero)  was  not  significant.  In 
contrast,  the  difference  between  the  modified  hypothesized  model  and  the  second  nested 
model  (with  the  path  representing  the  effect  of  Tl  job  burnout  on  T2  STS  constrained  to  zero) 
was  significant.  Therefore  the  second  nested  model  should  be  rejected.  Based  on  the  results  of 
the  cross-lagged  panel  analysis,  the  first  nested  model  with  the  relationship  between  STS  at  Tl 
and  job  burnout  at  T2  constrained  to  zero  should  be  accepted  as  a  final  model. 

Discussion 

Results  of  Study  1  provided  support  for  the  first  hypothesis  and  indicated  that  the  cross-lagged 
pathway  from  job  burnout  at  Tl  to  STS  at  T2  represents  the  essential  and  significant  link 
between  the  two  variables.  High  job  burnout  at  Tl  predicted  higher  STS  measured  six  months 
later.  These  results  need  to  be  cross-validated  and  replicated  in  the  context  of  different  professions, 
culture,  and  organizations.  In  Study  2,  we  recruited  employees  indirectly  exposed  to 
trauma,  working  in  cultural  and  demographic  contexts  different  from  those  in  Study  1 . 

Study  2 
Method 

Participants.  In  Study  2,  Polish  healthcare  and  social  workers  providing  services  for  civilians 
who  had  experienced  traumatic  events  were  recruited.  Inclusion  criteria  were;  (a)  working 
for  at  least  one  year  as  a  healthcare  provider,  social  worker,  or  first  responder;  (b)  providing 
services  for  civilians  exposed  to  traumatic  events;  and  (c)  experiencing  indirect  exposure  to 
trauma  at  work. 

Three  hundred  and  four  professionals  (mean  age  =  35.27  years  old  [SD  =  8.43])  met  the 
inclusion  criteria  and  completed  the  online  survey  at  Time  1  (Tl).  Table  1  displays  demographic 
information.  Of  those  who  completed  the  Tl  survey,  194  participants  (mean 


age  =  35.10  years  old  [SD  =  8.08])  provided  their  data  six  months  later  (Time  2;  T2).  The  T2 
sample  consisted  of  87  healthcare  providers  (44.8%),  81  social  workers  (41.8%),  and  23  other 
professions  (1 1.9%).  All  participants  were  indirectly  exposed  to  different  types  of  traumatic 
events  at  work,  such  as  life-threatening  injury  or  illness  (88.1%),  physical  assault  (87.1%),  sudden 
unexpected  death  of  someone  close  (83.5%),  transportation  accidents  (71.1%),  sexual 
assault  (50.5%),  and  natural  disasters  (30.4%).  Only  7.2%  of  participants  were  indirectly 
exposed  to  combat-related  traumatic  events. 

Measurements.  Participants  completed  the  same  set  of  measures  as  in  Study  1.  All  measures 

had  acceptable  reliability:  for  exhaustion  we  obtained  as  of  .82  (Tl)  and  .78  (T2);  for  disengagement 

as  of  .79  (Tl)  and  .81  (T2),  and  for  STS  as  of  .92  (Tl)  and  .93  (T2).  As  in  Study  1, 

instructions  for  all  instruments  were  modified;  participants  were  asked  to  provide  their 

responses  in  the  context  of  work-related  indirect  exposure  to  traumatic  events.  Back-translation 

procedures  were  applied  to  develop  the  Polish  versions  of  the  questionnaires. 

Procedures.  The  Institutional  Review  Board  at  the  University  of  Social  Sciences  and 
Humanities,  Warsaw,  Poland  approved  the  study.  Data  were  collected  using  an  online  survey. 

Before  participants  started  answering  the  online  survey,  they  were  asked  to  indicate  whether 
they  agreed  to  participate  on  the  online  informed  consent  form.  The  recruitment  procedures 
were  described  elsewhere  [35,36].  The  mean  time  elapsed  between  the  Tl  and  T2  was  162.35 
days  (SD  =  39.51). 

Analytical  Strategies.  To  test  the  relationships  between  job  burnout  and  STS,  we  performed 
a  longitudinal  cross-lagged  panel  analysis  using  the  same  procedure  and  software  as  in 
Study  1  (see  Analytical  Procedures  in  Study  1).  Assumptions  of  univariate  and  multivariate 
normality  for  structural  equation  modeling  were  met. 
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In  addition,  to  examine  the  consistency  of  the  factor  structure  of  the  OLBI  and  the  STSS  in 
the  U.S.  sample  (Tl:  N  =  294)  and  the  Polish  sample  (Tl:  N  =  304),  tests  for  measurement 
invariance  were  conducted  using  a  series  of  confirmatory  factor  analysis,  following  the  suggestions 
by  Prince  [42].  For  the  test  of  invariance  of  the  OLBI,  eight  items  for  the  emotional 
exhaustion  subscale  were  assumed  to  load  on  the  first  latent  variable,  and  eight  items  for  the 
depersonalization  subscale  were  assumed  to  load  on  the  second  latent  variable.  The  two  latent 
variables,  representing  emotional  exhaustion  and  depersonalization,  were  assumed  to  covary. 

In  the  test  of  invariance  of  the  STSS,  five  items  from  the  intrusion  subscale  were  assumed  to 
load  on  the  first  latent  variable,  seven  items  from  the  avoidance  subscale  were  assumed  to  load 
on  the  second  latent  variable,  and  five  items  from  the  arousal  subscale  were  assumed  to  load  on 
the  third  latent  variable.  The  latent  variables  for  these  subscales  were  assumed  to  covary.  Such 
hypothesized  models  were  then  compared  with  nested  model  assuming  that  factor  loadings, 
variances,  and  structural  covariances  are  equal  across  the  two  samples. 

All  analyses  were  conducted  in  the  sample  of  completers  (N  =  194).  As  in  Study  1, missing 
data  were  replaced  using  imputation  with  themaximumlikelihood  estimation  method.  With  gender 
and  profession  as  references,  the  Little’s  test  [41]  showed  that  data  were  missing  completely  at 
random  for  items  of  STS  at  Tl,  X2(177)  =  191.08,  p  =  .22,  STS  at  T2,  X2(188)  =  201.88,  p  =  .23, 
exhaustion  at  Tl,  X2(28)  =  39.91,  p  =  .07,  exhaustion  at  T2,  X2(25)  =  30.07,  p  =  .22,  disengagement 
at  Tl,  X2(21)  =  17.01,  p  =  .71,  and  disengagement  at  T2,  X2(39)  =  33.62,  p  =  .71.  In  total,  0.81%  of 
the  values  were  imputed. 

Results 

Preliminary  Analyses.  Pearson’s  correlations  among  the  OLBI  items  and  the  STSS  items 
(r  range:-.  14  to  .51)  indicated  that  the  highest  correlation  was  .51  (25.8%  of  shared  variance), 
suggesting  that  job  burnout  and  STS  are  two  distinct  concepts  (see  a  correlation  matrix  in  S2 
Table).  Table  2  displays  means,  standard  deviations,  and  Pearson’s  correlation  coefficients  for 
variables  in  Study  2. 

Attrition  analysis  showed  no  significant  differences  between  completers  and  dropouts  in 
disengagement  at  Tl,  t(302)  =  1.22,  p  =  .22;  exhaustion  at  Tl,  t(302)  =  0.09,  p  =  .93,  STS  at  Tl,  t 
(302)  =  0.59,  p  =  .55,  age,  t(275)  =  0.65,  p  =  .52,  profession,  X2(2)  =  2.49,  p  =  .29,  intimate  relationship 
status,  X2(l)  =  3.24,  p  =  .07,  and  education,  X2(3)  =  5.63,  p  =  .13.  However,  there  were 
more  women  among  completers  than  among  dropouts,  X2(l)  =  4.61,  p  =  .03.  STS  and  job  burnout 


indicators  in  Study  2  were  significantly  correlated,  with  r  ranging  from  .42  to  .79,  all  ps  < 

.001.  The  levels  of  STS  and  job  burnout  at  T1  and  T2  were  higher  in  Study  2  than  the  respective 
values  obtained  in  Study  1  (see  Table  2). 

The  test  of  measurement  invariance  for  the  OLBI  between  the  U.S.  sample  and  the  Polish 
sample  showed  that  good  model-data  fit  for  the  hypothesized  unconstrained  model  (with 
assumed  10  covariance  between  error  variances),  RMSEA  =  .050,  CFl  =  .924,  TLI  =  .900,  and 
SRMR  =  .049.  The  hypothesized  model  without  any  constrains  was  significantly  different  from 
the  nested  model  with  factor  loadings,  variances,  and  structural  covariances  constrained  to  be 
equal,  Ax2=  119.80,  p  <  .001,  ANFl  =  .031.  Additionally,  the  hypothesized  model  was  significantly 
different  from  the  nested  model  with  variances  constrained  to  be  equal,  Ax2=  93.04,  p  < 

.001,  ANFl  =  .024,  and  the  nested  model  with  the  structural  covariances  constrained  to  be 
equal,  Ax2=  14.70,  p  <  .01,  ANFl  =  .004.  However,  the  hypothesized  model  was  not  significantly 
different  from  the  model  with  factor  loadings  constrained  to  be  equal,  Ax2=  19.76,  p  = 

.14,  ANFl  =  .005.  Therefore,  the  nested  model  with  factor  loadings  constrained  to  be  equal  was 
accepted,  indicating  that  factor  loadings  of  the  OLBI  were  consistent  across  the  two  samples. 
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Results  of  the  test  of  measurement  invariance  for  the  STSS  between  the  U.S.  sample  and  the 
Polish  sample  showed  good  model-data  fit  for  hypothesized  unconstrained  model  (with 
assumed  10  covariance  between  error  variances),  RMSEA  =  .056,  CFI  =  .922,  TLI  =  .900,  and 
SRMR  =  .039.  The  hypothesized  model  without  constrains  was  significantly  different  from  the 
nested  model  with  factor  loadings,  variances,  and  structural  covariances  constrained  to  be 
equal,  Ax2=  297.28,  p  <  .001,  ANFl  =  .054,  the  nested  model  with  factor  loadings  constrained 
to  be  equal,  Ax2=  1 12.69,  p  <  .001,  ANFl  =  .021,  the  nested  model  with  variances  constrained 
to  be  equal,  Ax2=  166.99,  p  <  .001,  ANFl  =  .031,  and  the  nested  model  with  structural  covariances 
constrained  to  be  equal,  Ax2=  23.88,  p  <  .001,  ANFl  =  .004.  Thus,  none  of  the  nested 
models  was  accepted  for  the  STSS.  Qualitative  inspection  of  factor  coefficients  showed  that  one 
item  (“I  felt  emotionally  numb”)  positively  loaded  on  the  avoidance  latent  variable  in  the  U.S. 
sample  whereas  the  same  item  nonsignificantly  loaded  on  the  avoidance  latent  variable,  which 
might  have  contributed  the  difference  in  the  factor  structure  of  the  STSS  across  the  samples. 

Results  of  Cross-Lagged  Panel  Analysis.  The  cross-lagged  panel  analysis  conducted  for 
the  hypothesized  model  (without  the  covariance  between  eiTor  terms  for  disengagement  at  T1 
and  T2)  indicated  poor  model-data  fit,  RMSEA  =  .190,  CFI  =  .887,  TLI  =  .758,  and  SRMR  = 

.053.  As  in  Study  1,  the  hypothesized  model  was  modified;  the  error  terms  for  disengagement 
at  T1  and  T2  were  assumed  to  covary.  The  results  obtained  for  the  modified  hypothesized 
model  yielded  good  model-data  fit,  RMSEA  =  .027,  CFI  =  .998,  TLI  =  .995,  and  SRMR  =  .026. 
This  modified  hypothesized  model  was  used  in  further  comparisons  with  the  nested  models. 

As  in  Study  1,  to  test  the  direction  of  the  associations  between  job  burnout  and  STS  the  modified 
hypothesized  model  was  compared  with  two  nested  models  (see  Table  3).  The  difference 
between  the  modified  hypothesized  model  and  the  first  nested  model  (with  the  path  representing 
the  effect  of  T1  STS  on  T2  job  burnout  constrained  to  zero)  was  not  significant.  In  contrast, 
the  difference  between  the  modified  hypothesized  model  and  the  second  nested  model  (with  the 
path  representing  the  effect  of  T1  job  burnout  on  T2  STS  constrained  to  zero)  was  significant. 

As  in  Study  1,  the  second  nested  model  should  be  rejected.  In  sum,  the  results  of  the  cross-lagged 
panel  analysis  suggested  that  the  first  nested  model  with  the  relationship  between  STS  at  T1  and 
job  burnout  at  T2  constrained  to  zero  should  be  accepted  as  a  final  model. 

Discussion 

The  results  of  Study  2  were  consistent  with  the  findings  obtained  in  Study  1.  Overall,  a  higher 
level  of  job  burnout  at  T1  led  to  a  higher  level  of  STS  at  T2.  In  contrast,  levels  of  STS  at  T1  did 
not  predict  job  burnout  at  T2.  Findings  obtained  among  Polish  healthcare  and  social  workers 
providing  services  for  civilians  who  had  experienced  traumatic  events  were  similar  to  results 
obtained  among  the  U.S.  behavioral  and  mental  healthcare  providers  working  with  the  military 
personnel. 

General  Discussion 

The  results  of  the  two  longitudinal  studies  provided  new  insights  into  the  nature  of  the  relationships 
between  job  burnout  and  STS.  In  particular,  we  found  that  job  burnout  may  increase 


a  risk  of  developing  STS,  but  STS  symptoms  are  unrelated  to  job  burnout  at  follow-ups.  The 
cross-lagged  panel  analyses  of  the  U.S.  and  Polish  samples  of  human  services  professionals 
who  were  indirectly  exposed  to  traumatic  events  at  work  yielded  consistent  findings.  The  relationship 
between  job  burnout  and  STS  seems  to  be  unidirectional,  with  job  burnout  being  a 
potential  “gateway”  outcome,  enhancing  the  risk  of  developing  STS. 

Our  investigation  is  one  of  the  first  to  examine  the  directions  in  the  associations  of  two  core 
job-related  outcomes  affecting  human  services  professionals  working  with  clients  exposed  to 
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traumatic  events  [3-5],  As  such,  it  provides  theorists  and  researchers  with  clues  regarding  the 
utility  of  existing  models  or  frameworks,  which  account  for  both  job  burnout  and  STS  symptoms 
[2,30],  The  study  findings  reinforce  arguments  for  including  a  unidirectional  path  from 
job  burnout  to  STS  into  the  theoretical  models. 

The  findings  are  in  line  with  the  assumptions  made  in  COR  theory  [31].  COR  suggests  that 
personal  and  environmental  resources  are  depleted  due  to  excessive  expenditure  to  cope  with  a 
broad  range  of  stressors  (which  may  include  work-related  stressors)  and  their  direct  consequences 
(such  as  high  levels  of  job  burnout).  This  excessive  expenditure  leaves  only  few 
resources  to  cope  with  the  further  perpetual  exposure  to  indirect  trauma,  making  human  services 
professionals  susceptible  to  the  development  of  STS  symptoms.  Previous  studies  found 
that  job  burnout  relates  to  decline  or  low  levels  of  various  resources  [43,44].  Our  findings 
imply  that  loss  spirals  due  to  high  levels  of  job  burnout  and  limited  resources  remain  critical  to 
deal  with  indirect  exposure  to  traumatic  events.  To  break  the  loss  spirals,  new  resources  should 
be  developed  through  prevention  or  treatment  programs  for  human  services  professionals. 
Unfortunately,  the  present  research  does  not  provide  an  insight  about  the  type  of  resources, 
which  could  be  main  target  of  such  prevention  or  treatment  program.  Previous  research  indicated 
that  resources  may  include  several  organizational  factors  such  as  caseload  size  or  diversity 
[30],  which  are  difficult  to  change,  but  they  may  also  include  modifiable  factors  such  as  control 
beliefs  or  self-efficacy  beliefs  [21,30].  Recent  meta-analyses  indicated  that  such  modifiable 
beliefs  about  one’s  own  ability  to  deal  with  stress  and  its  consequences  are  linked  to  lower  levels/ 
a  reduction  of  job  burnout  [12].  Therefore,  self-efficacy  and  control  belief  may  be  included 
in  resource-building  prevention  program  for  professionals  at  risk  for  burnout  and  subsequent 
STS.  Future  research  may  aim  at  conducting  evaluations  of  effects  of  such  programs  on  burnout 
(and  consequently  on  STS). 

Although  the  associations  between  job  burnout  and  STS  were  similar  in  both  studies,  there 
were  a  few  differences  in  parameters  observed  in  the  U.S.  sample  and  the  Polish  sample.  For 
example,  the  relationship  between  work  experience  and  job  burnout  at  T1  in  the  Polish  sample 
was  positive  but  negligible;  in  contrast,  in  the  U.S.  sample  this  association  was  significant  and 
negative. Moreover,  mean  levels  of  job  burnout  and  STS  were  higher  in  the  Polish  sample  than 
in  the  U.S.  sample.  Unfortunately,  it  is  not  possible  to  elucidate  whether  the  differences  were  due 
to  cultural  factors,  differences  in  occupations  of  the  samples,  or  the  type  of  vicarious  exposure 
(civilian  vs  military  trauma).  However,  our  findings  are  in  line  with  previous  research  which 
reported  higher  levels  of  distress  or  ill  health  in  Polish  samples,  compared  with  Western  European 
or  U.S.  samples.  For  instance,  Polish  nurses  had  higher  job  burnout  than  Dutch  nurses 
[45],  higher  stress  and  lower  life  satisfaction  were  found  in  a  sample  from  general  population 
drawn  from  Poland  compared  to  a  German  sample  [46],  higher  anxiety  and  depression  were 
found  in  Polish  college  students  compared  to  the  students  from  the  U.S.  [47],  and  being  Polish 
was  a  predictor  for  stronger  PTSD  among  firefighters  compared  to  being  Czech,  Italian,  German, 
Spanish,  Swedish,  or  Turkish  [48].  Future  research  needs  to  clarify  the  sources  of  such  differences, 
such  as  cultural  factors,  organizational  factors,  occupation-specific  tasks  and  resources. 

Furthermore,  the  differences  in  the  findings  obtained  in  the  samples  from  Poland  and  the 
U.S.  may  be  due  to  measurement  issues.  The  test  of  measurement  invariance  of  the  STSS 
revealed  that  the  factor  structure  of  the  STSS  was  different  between  the  U.S.  sample  and  the 
Polish  sample.  Again,  the  present  study  provides  a  limited  insight  into  the  cause  of  such  differences. 
Differences  in  occupation,  types  of  indirect  exposure  to  trauma,  availability  of  support 
systems  for  professionals,  and  their  training  could  contribute  to  divergence  of  the  factor  structure 
of  STSS  in  Poland’s  and  the  U.S.  samples.  It  is  outside  of  the  scope  of  the  present  research 


to  distinguish  the  effects  of  these  factors  on  the  factor  structure  in  the  two  samples.  Future 
research  should  address  this  issue  more  comprehensively. 
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Although  our  data  are  suggestive  of  a  causal  path  from  job  burnout  to  STS,  correlational 
studies  provide  very  limited  arguments  for  causation.  Although  ethical  concerns  prohibit  us 
from  conducting  experimental  manipulations  of  either  of  the  core  constructs,  larger  scale  natural 
experiments  could  be  conducted  to  strengthen  the  conclusions.  This  study  relied  on  the  use 
of  self-report  measures,  which,  although  relatively  easy  to  obtain,  are  subject  to  a  host  of  concerns. 
Clarke  et  al.  [49]  echoed  such  a  concern  regarding  measures  of  depression  in  critiquing 
their  randomized  trial.  Behavioral  measures,  other-ratings  (including  diagnostic  interviews), 
and  personnel  records  offer  opportunities  for  more  veridical  measurement  strategies  and  minimize 
artifacts  such  as  mono-method  bias.  Finally,  although  our  sample  was  somewhat  diverse, 
the  generalization  across  cultures  and  occupations  would  be  premature. 

In  conclusion,  our  investigation  showed  that  job  burnout  led  to  an  increased  frequency  of 
STS  symptoms  at  6-month  follow-up,  but  the  levels  of  STS  symptoms  were  not  predictive  of 
job  burnout  levels.  The  findings  are  robust,  as  cross-lagged  panel  analyses  yielded  similar 
results  in  two  samples  recruited  in  two  different  cultures,  among  workers  performing  various 
types  of  human  services  professions,  and  in  the  context  of  indirect  exposure  to  military  and 
civilian  trauma.  Our  findings  advance  the  knowledge  of  the  process  involving  these  two  outcomes 
with  the  implications  to  theories  explaining  the  effects  of  indirect  traumatization  as  well 
as  the  prevention  and  may  inform  treatment  programs  dedicated  to  human  services  professionals 
dealing  with  traumatized  clients. 
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